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VEN if one could accept the nebulous per- 
E sonalities of classical mythology as authen- 
tic historical personages, there would still 
be some doubt in assigning to Procrustes the 
honor of having first used an extension apparatus. 
This citizen of Eleusis was addicted to the inhos- 
pitable habit of applying traction to the extremi- 
ties of all the unsuspecting occupants of a certain 
couch in his home. While the procedure was 
rather primitive in both design and technique, 
there was, nevertheless, something distinctly 
modern about its promiscuous use in so great a 
variety of cases. 

The necessity of employing traction in the im- 
mediate reduction of fractures, and the advan- 
tageous use of retentive splints of linen and wax, 
of pasteboard, gum arabic, and moulded wood, 
seem to have been well recognized among the 
ancient Coptic surgeons. In the Edwin Smith 
surgical papyrus, which Professor Breasted has 
assigned to the era 3000-2500 B.C., there appears 
this statement in the description of Case 36, a 
case of fractured humerus: 


Thou shouldst place him prostrate on his back, 
with something folded between his two shoul- 
der-blades; thou shouldst spread out with his 
two shoulders, in order to stretch apart his 
upper arm until that break falls into its place. 
Thou shouldst make for him two splints. . . . (1) 


However, the first authoritative account of per- 
manent extension is to be found in the treatise of 
Hippocrates (2). This work contains a logical, 


precise discussion of the treatment of .fractures 
with admonitions the repetition of which con- 
stitutes a considerable share of our contemporary 
literature in this field of surgery. There is de- 
scribed a traction bed which Hippocrates em- 
ployed not only for immediate reduction but also 
for permanent extension (Fig. 1). This device 
consisted of a padded wooden frame to which 
were attached levers, rollers, and peg supports so 
arranged as to apply the desired force most com- 
fortably and efficiently. Well-padded strips of 
cloth and leather thongs were used to transmit 
the pull. 

There is, also, a detailed description of an 
internal fixation, permanent extension splint for 
use in oblique or compounded fractures of both 
bones of the leg. The expansile force of four strips 
of elastic wood is transmitted through well-padded 
knee and ankle cuffs to restore and preserve the 
contour of the injured extremity (Fig. 2). Hip- 
pocrates says: 


If these things be properly contrived they 
should occasion a proper and equable extension 
in a straight line, without giving any pain to 
the wound. 


However, he leaves the following warning for 
bunglers: 


And all other mechanical contrivances should 
either be properly done, or not be had recourse 
to at all, for it is a disgraceful and awkward 
thing to use mechanical means in an unmechan- 
ical way. 
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Fig. 1. Frame of Hippocrates (From Littré: Oeuvres 
d’Hippocrate). 








Fig. 2. Leg splint of Hippocrates (From Littré: Oeuvres 
d’Hippocrate). 


It would appear that the bountiful opportuni- 
ties of the military surgeon of the Roman empire 
would lead to a further development of the prin- 
ciples and procedure of extension. Judging from 
the records left by Aurelius Cornelius Celsus, who 
compiled his eight books cn medicine in the dawn 
of the Christian Era, this was distinctly not the 
case. Nevertheless, Celsus must have enjoyed a 
considerable experience in traumatic surgery since 
he repeatedly emphasizes the necessity for imme- 
diate reduction and mentions extension as the 
primary procedure. In discussing fractures of 
long bones, he says: 


Therefore, if this (i.e., fracture with shortening 
of the extremity) has been discovered, it be- 
hooves immediately to extend that limb .. .; if 
that has been omitted in the first days, inflam- 
mation arises (3). 


Only Percival Pott and Mursinna in the eighteenth 
century and Lucas-Championniére in the nine- 
teenth have refused to grant the importance of 
this dictum. 

The first treatise exclusively dedicated to the 
treatment of fractures by mechanical means 


appears to have been the work of Oribasius (325- 
403 A.D.) of the early Byzantine school. The 
first edition of this book in a modern language 
(French) was prepared in the sixteenth century. 
The illustrations accompanying this edition pre- 
sent a refinement of detail which is distinctly 
apocryphal and not consonant with the clinical 
development of those early times. There remains, 
however, a clear, concise text to establish the 
importance of this contribution (4). 

Oribasius describes the plinthum of Nileus, 
which was a screw-traction lever set in a narrow, 
wooden bed resembling a glossocomium, for use 
in the treatment of lower extremity fractures. 
There is portrayed also an elaborate multiple 
pulley system, a technical form which reached 
its greatest development in the later Byzantine 
school and, except for its frequent use by Paré, 
seems to have been neglected until a decade ago 
when the late Dr. Russell developed his well- 
known form of traction. 

Paulus Aegineta (625-690 A.D.), recognized as 
the outstanding surgeon of his time, contributed 
nothing of value to the treatment of fractures (5). 
In fact, the very meagerness of his discussion 
marks one of the nadirs of surgical regression 
which serve to accentuate the high degree of 
development both preceding and following, and 
to give a characteristic cyclic form to its historic 
development. 

In the first half of the tenth century, a Byzan- 
tine scholar named Nicetas compiled, by royal 
command of the Emperor Constantine Porphyro- 
genitus, a surgical document which epitomized 
the clinical development of the period. It reflected 
the influence of Galen and Rhazes and adum- 
brated much of what was to follow. In 1554, 
Guido Guidi, Professor of Medicine in the College 
de France, translated this work into Latin and 
retained several distinguished artists to illustrate 
the text (6). The result is a remarkable portrayal 
that commands the respect of the surgeon as well 
as that of the artist. There are one hundred and 
ten plates demonstrating a profusion of ingenious 
extension devices. While the mechanical forms 
and their method of application are very evi- 
dently based on the contributions of Hippocrates 
and Oribasius, there are numerous additions and 
refinements. 

The Byzantines favored the screw or the wind- 
lass as the origin of the tractive force and were 
inclined to the employment of multiple pulley 
systems. In Fig. 3, the patient, with a fracture 
in the lower leg, is shown asleep on an improved 
form of Hippocratic traction frame. The attitude 
of the patient, the side posts, and the lateral 
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Fig. 3. Extension frame, tenth century (From Collec- 
tion de Chirurgiens Grécs, Bibliothéque Nationale, le 
manuscrit latin 6866). 


straps to prevent side-slipping indicate that this 
is a permanent extension set-up. Fig. 4 repre- 
sents a form of glossocomium in which, through 
the ingenious use of an additional pulley, counter- 
extension is simultaneously effected by the trac- 
tive force. Fig. 5 not only demonstrates an effi- 
cient method for the reduction of fractures in 
the lower half of the shaft of the humerus, but 
shows recognition by the Byzantine surgeon of 
the advantage of flexing the elbow during this 
procedure. 

During the twelfth and thirteenth centuries the 
treatise of Abulcasis (1013-1106) was the leading 
surgical text (7). As Abulcasis was greatly influ- 
enced by Paulus Aegineta, it is not surprising to 
find no major mention of permanent extension in 
his work. 

In the latter years of the thirteenth century, 
Gulielmus de Saliceto (1201-1277) compiled his 
surgery, the third book of which deals with frac- 
tures and dislocations (8). He discussed the 

















Fig. 4. Glossocomium for extension in thigh fractures, 
tenth century (From Collection de Chirurgiens Grécs, 
Bibliothéque Nationale, le manuscrit latin 6866). 


specific injuries in twenty-nine chapters and laid 
great stress on whether or not the fracture is 
compounded. He gave the formula for a retentive 
plaster with a gum arabic base and mentioned the 
use of traction in manipulation, but did not dis- 
cuss permanent extension. 

His successor, Guy de Chauliac (1295?-1368), 
showed a comprehensive knowledge of the clas- 
sical literature and a characteristic ability to 
correlate this information with his own observa- 
tions. In the fifth treatise of his work ““Wounds 
and Fractures”’ there are two passages that testify 
to his experience with permanent extension (9). 
In one, he writes: 


It is often possible that a fracture may be 
equalized by softening the callus, which Avi- 
cenna says, as you know; and, for this, also, I 
have often seen a weight with a pulley useful. 


In the seventh chapter, in a discussion on 
fracture of the thigh, he criticizes various forms 
of splints, concluding: 


With regard to myself, the thigh being bound 
with long splints to the feet, I sometimes sus- 
tain it with the above mentioned means with 
straw or some other thing; and I attach to the 
foot a leaden weight, passing the cord over a 
little pulley so that it will keep the leg in its 
proper length; and if there is some defect in the 
equalisation, by pulling little by little it will be 
rectified. 


This statement by Guy de Chauliac is of great 
significance since it marks the first recognition of 
permanent extension as a preferential form of 
treatment in fractures of the shaft of the femur. 
Its historical interest is enhanced by the fact that 
it preceded the introduction of plaster of Paris 
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Fig. 5. Extension in a humerus fracture, tenth century (From Collection de Chir- 
urgiens Grécs, Bibliothéque Nationale, le manuscrit latin 6866). 


for use in retention by several hundred years 
since, according to Malgaigne (21), gypsum was 
first used in 1814 by Hendriksq and was popular- 
ized by Key] of Berlin around 1828. The present 
widely accepted view that the traction method 
is a newer procedure taking the place of the tradi- 
tional plaster therefore appears to be highly 
anachronistic. 

Ambroise Paré (1510-1590) did not go so far 
as to advocate permanent extension as a routine 
form of treatment, but, in considering fracture of 
the shaft of the femur, he said: 

Instead of this glossocomium, you may make 

use of my pulley; for Hippocrates, in this bone 

when it is broken, doth approve of extension so 
great, that although by the greatnesse of the 
extension the ends of the fragments be some- 
what distant asunder, an empty space being 
left between; yet notwithstanding would hee 
have ligature made. For it is not here as it is 
in the extensions of other bones, whereas the 
casting about of ligatures keeps the muscles 
unmoveable; but, here in the extended thighes, 
the deligation is not of such force, as that it may 
stay and keepe the bones and muscles in that 
state, wherein the surgeon hath placed them. 

For seeing that the muscles of the thigh are 

large and strong, they overcome the ligation, 

and are not kept under by it (10). 


This statement was followed by a detailed account 
of his own case of compound fracture of the leg, 
which is of absorbing clinical and human interest 
in that he so cleverly presented both sides of the 
patient-physician relationship. 

Paré’scontemporary, Fabricius Hildanus (1537- 
1619) shows his admiration for the great surgeon 
by the following statement in the treatise on a 
military chest (11): 


For the reducing of Broken Bones, and Disloca- 
tions, there are several Instruments, both by 
Hippocrates, Orthasius, and other Authors, set 
down; but, I have always found in my practise 
the instrument of Ambrose Parey, which is 
with a pulley, the most convenient; .. . 


The variation of interest in fractures among 
surgeons is exemplified in the huge work of 
Jacques Guillemeau appearing in 1612, which 
accords but small space to this branch of surgery 
(12). Guillemeau groups fractures among the 
unnatural tumors and presents the diagnosis and 
the treatment in outline form. His only mention 
of extension is found in this perfunctory state- 
ment: 


Tirant le membre de part et d’autre esgalement, 
sans user de violence, usant s’il est besoin de 
Machines propres. . . . 
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It is difficult to realize that only one hundred 
years later there appeared the ‘Treatise of the 
Diseases of the Bones” by Jean-Louis Petit 
(1674-1750). This masterpiece, besides contain- 
ing an unsurpassed discussion of the mechanism 
and treatment of luxation, presents a remarkable 
elaboration of the principles of extension (13). 
In the eleventh chapter, Petit describes his 
method of treating oblique fractures of the femur 
with both splints and traction. He effected the 
latter by the use of leather thongs applied just 
above the femoral condyles and fastened to the 
foot of the bed. Counter-extension was obtained 
by means of a sheet passed by the crotch and 
fastened on each side to the head of the bed. In 
addition, a strap was fastened just above the 
malleoli to be used alternately for traction when 
the thigh strap irritated the skin. 

Petit describes in detail the arrangement of the 
fracture bed. He used a perforated mattress, as 
did Paré, to make care of the patient easier as 
well as to prevent decubitus ulcers. He employed 
the overhead rope to assist the patient in moving 
about the bed, and a padded plank for the normal 
foot to rest against. He and his contemporary, 
Laurens Verduc, were the first to use a supportive 
foot-piece on the sole of the affected extremity. 
In his treatise on bandaging, Verduc says: 


I advise you to make use of a sole as much as 
you can in all fractures of the thigh, the leg, 
and the rotula. The sole should be of Paste- 
board, if you can have it, or at a distance from 
great Towns, where that can’t be had, of some 
old Sole of a Shooe. . . . At the end of the Sole, 
you must put a ribbon about three quarters 
long, to be ty’d to the first upper string that 
ties on the Junks. . . . This Ribbon is of great 
use, it keeps the sole in good order, and serves 
as a Stay and security to the leg, for nothing 
hinders the union of the Bones more than 
Motion (14). 


However, Petit’s major contribution, so far as 
the technique of permanent extension is con- 
cerned, was his double-inclined plane which 
marked the first association of suspension with 
traction. This was adjustable and rested on the 
mattress, thus greatly resembling the apparatus 
devised by Braun one hundred and fifty years 
later (Fig. 6). Petit’s clinical wisdom and critical 
faculty can be best appreciated from his opening 
remarks in the chapter on fracture of the neck of 
the femur which, incidentally, he clearly differen- 
tiated from dislocation and epiphyseal separation: 


No man need be ashamed of his faults but when 
he has neglected being instructed; a sincere 





Fig. 6. Suspension splint of Petit (From Petit: Treatise 
of the Diseases of the Bones). 


confession accompny’d with the circumstances, 
is often more useful than such Discourses as are 
dictated by self-love which serve only to render 
a book as tedious for its length, as the little 
worth of the Work. We shou’d perhaps have 
fewer volumes to read, but more obligations to 
the authors, if instead of only relating their suc- 
cessful practise, they had only treated of their 
faults (13). 


This paragraph remains as a fitting introduction 
to any discourse on the treatment of fractures of 
the neck of the femur. 

According to Hippocrates, as has been stated, 
the surgeon treating fractures will find his results 
improved by an appreciation of the mechanical 
factors involved. This implies not only recogni- 


tion of the elementary laws of physics, but also 
an interest in the various contrivances that con- 
stitute the apparatus so essential in this clinical 
field. John Aitkin who was surgical lecturer at 
the University of Edinburgh from 1779 until his 
death in 1790, possessed these attributes in the 
highest degree. His essays (15) are composed in 
that even, lucid, prose style which we would ex- 
pect of a contemporary of Dr. Johnson. Aitkin 
shows a distinct predilection for the use of me- 
chanical devices in the treatment of fractures 
throughout the entire course of the individual 
case. In a separate chapter in his ‘Essays on 
Fractures and Luxations” he urges the immedi- 
ate immobilization of broken limbs at the site of 
accident, without removal of the clothing or other 
disturbance of the patient. He translates a com- 
munication of La Faye, a contemporary French 
surgeon, in this fashion: 


No spectacle can be more affecting than the 
transportation of a number of wounded officers 
and soldiers from the trench or field of battle to 
a place for dressing them. I have always, in 
such conjectures, been much touched with the 
exquisite agonies caused by the motion of the 
persons employed to place the wounded in 
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proper carriages . . . it is impossible that they 
can be driven for some leagues, or even half a 
league, without suffering the most acute pains 
which, in spite of all the bandaging about the 
fractures at every movement, must displace the 
fragments and make them grate on one an- 
other; thus, irritating parts extremely sensible 
and delicate. The splintered fragments, prick- 
ing and tearing the muscles, nerves, etc. already 
wounded, augment the swelling, inflammation 
and effusions; . . . (15). 


Aitkin advocated immediate application of his 
leather-padded, adjustable, steel extension splints, 
so bringing permanent extension to the very 
scene of the accident and establishing the his- 
torical precedent for the aphorism “splint ’em 
where they lie.” His leg splint (Fig. 7, right) is 
reminiscent of Hippocrates to whom he credits 
its origin. The thigh splint (Fig. 7, left) functions 
on the principle of extensibility of the steel strips, 
the force being delivered through the leather 
cuffs. 

Aitkin gives due consideration to the devices 
of the ancients and to those of his contemporaries. 
He describes the apparatus of a Mr. Gooch of 
Norwich, which was a permanent extension appli- 
ance employing screw traction, or rather distrac- 
tion, transmitted through leather rings. This is 
of particular interest at the present day since a 
spreading tendency to employ pin-fixation in both 


fragments of long bone fractures necessitates the 
use of this type of splint. In the after-care of 
fractures of the lower extremities, Aitkin em- 
ployed a caliper-splint with an adjustable knee- 





Fig. 7. Extension splints of Aitkin (From Aitkin: 
Essays on Fractures and Luxations). 


piece (Fig. 8). He stipulates that its proper 
application will transmit the body weight to the 
pubic bone, thereby protecting the callus from 
too great a strain during the early weeks of ambu- 
lation. 

Percival Pott (1713-1788), whose name, in 
contrast to that of Aitkin, is perpetuated through 
one of the eponymic tricks of surgical fate in 
association with fracture-dislocations about the 
ankle joint, did as much to hinder the develop- 
ment of extension as Aitkin did to further it. In 
seeking to establish traumatic surgery as a clin- 
ical entity, he said: 


No part of surgery is thought to be so easy to 
understand, as that which relates to fractures 
and dislocations. Even the most inexpert and 
least instructed practitioner, deems himself 
perfectly qualified to fulfill this part of the 
chirurgic art; and the majority even of these 
are affronted by an offer of instruction on a 
subject with which they think themselves 
already so well acquainted (16). 


However, he strongly advocated resting the frac- 
tured extremity, after minimal manipulation, ina 


Fig. 8. Caliper splint of Aitkin (From Aitkin: Essays 
on Several Inportant Subjects in Surgery). 
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flexed position on a soft pillow, on the assumption 
that in this way the muscles were most relaxed. 
Since displacement is due to muscle tension, he 
contended that this was the most efficient 
method of retention. The very fervor and pro- 
lixity of his argument suggest that permanent 
extension must have been widely used at the time. 
His influence in England was certainly manifest 
for decades, and it was not until Astley Cooper 
re-introduced the advanced ideas of the French 
school that it finally disappeared. 

The first of the great French school was Pierre 
Joseph Désault (1744-1795). Désault introduced 
the concept of axis-traction, writing: 


All kinds of apparatus for fractures being 
nothing but resistances opposed by art to the 
powers which produce displacement, it follows, 
that they should all act in directions precisely 
opposed to the directions of those powers .. . 
(17). 

In discussing fractures of the shaft of the femur, 

he adds: 


Hence, it follows in general, that coaptation is 
here a feeble assistant toward reduction; that, 
if it renders any service, it is only in cases of 
displacement laterally, or, in the direction of 
the cross-diameter of the bone; and, that it is 
by giving the proper direction to extension, by 
managing it according to the disposition of the 
muscles, and by knowing when to augment and 
when to slacken it, that the fragments are 
brought into regular contact. 


Désault severely criticized Pott’s ideas on both 
clinical and theoretical grounds. He pointed out 
that the synergistic action of muscles requires 


tautness of one group if the antagonist is relaxed, 
and maintained that the muscle imbalance dis- 
placing the fragments can be overcome only by 
extension. For fracture of the femoral shaft, 
Désault preferred traction almost exclusively. 
For this purpose he invented a permanent exten- 
sion splint which was the first of its kind (Fig. 9). 
He secured traction through a foot-piece by means 
of a windlass arrangement which neatly fitted in 
a groove in the side of the device. This was the 
first splint to be devised for the lower extremity 
in which counter-extension was obtained by pres- 
sure of the proximal end against the ischial tuber- 
osity. 

Désault’s successor at La Charité was Alexis 
Boyer (1757-1833), who formulated four basic 
laws of extension: 


I—To apply the extending force on the parts 
of the members inferior and superior to 
the fractured bone. 

II—To act on as great a superficies as pos- 
sible; the effect which external causes 
have on our bodies is small in propor- 
tion to the extent of the surfaces on 
which they act, because the action is 
then supported by a greater number of 
parts. 

III—To give to the extending power a direction 
parallel to the axis of the bone. 

IV—The extension ought to be as gradual as 
possible, operating slowly, and by de- 
grees (18). 

Boyer also improved some details of Désault’s 
apparatus. 

It was Sir Astley Cooper (1768-1841) who re- 

established permanent extension in England. In 





Fig. 9. 
Other Affections of Bones). 


Splint of Désault (From Désault: A Treatise on Fractures, Luxations, and 
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his treatise on this subject he shows the influence 
of John Hunter both by his conscious striving for 
an objective attitude and his constant correlation 
of experimental findings with clinical observa- 
tions. He was well acquainted with the various 
traction devices of the time, and favored the use 
of the double-inclined plane in lower extremity 
extension. 

In view of the present popularity of well-leg 
traction, the origin of which is a matter of fre- 
quent dispute, it is interesting to note this para- 
graph in Cooper’s description of the various 
methods used at the time in treating fracture of 
the neck of the femur: 


In a third method, the patient has been 
placed in bed with both limbs extended to the 
utmost possible degree, and then the two feet 
have been bound together with a roller, passed 
from the foot on the injured side under the 
sound foot, so as to make one limb steadily 
preserve the extension of the other. This may 
also be effected by an iron plate affixed to the 
shoe on the sound foot, with a screw passed 
through a hole in the plate, and having a band 
fixed to the other foot, which may be tightened 
by turning the screw, and the foot, by this 
means, be kept constantly extended (19). 


The widespread use of extension on the Conti- 
nent in the early years of the nineteenth century 
can be best appreciated by perusing the com- 
ments of Baron Larrey (1766-1842), the great 
military surgeon of the Napoleonic era and the 
founder of the “flying ambulance” system. In a 
discussion of the proper treatment of fracture of 
the neck of the femur, he writes: 


It is with this intention that bandages or ap- 
paratuses for producing permanent extension 
of different forms, and of a mechanism more 
or less complicated, have been invented. By 
these means, instead of assisting nature in its 
work of reorganisation, the object is rendered 
more remote, the evil aggravated and some- 
times rendered incurable; or, the cure is re- 
tarded; a circumstance which is not exempt 
from serious consequences. From the time of 
Hippocrates and Avicenna until the present 
day, a prodigious number of apparatuses of 
permanent extension have been employed, from 
the application of which there can be no doubt 
that there has never been any benefit de- 
rived (20). 


This opinion will, in essence, be both repeated 
and contested at many surgical meetings during 
the coming years. 
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The “modern” era in fracture surgery began 
with Joseph Frangois Malgaigne( 1806-1865). 
Malgaigne’s talents as both historian and surgeon 
are evident in his ‘““Traité des Fractures et des 
Luxations” (21). This comprehensive work 
summed up all that had gone before and by its 
detailed elaboration of the principles and pro- 
cedures of traumatic surgery served as a founda- 
tion for the contributions of Lister and Thomas 
and Steinmann in this field. 

It is no exaggeration to state that the present 
development of the technique of permanent ex- 
tension does not hinder an obvious correlation 
between some recent trends and some of the con- 
tributions that have been mentioned. It is for 
this reason that any review in the nature of the 
present sketch unavoidably touches on matters 
of clinical controversy even though the original 
presentation may have taken place centuries ago. 
Certainly, the even warmth of these smouldering 
embers of age-old argument is preferable, at 
times, to a nostalgic poking about among the 
cinders of abandoned fires that once lit the road 
of surgical progress. 
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SURGERY OF THE 


EYE 


Eagleton, W. P.: Exophthalmos from Surgical 
Diseases, Especially as to Involvement of the 
Protective Retrobulbar Space. Arch. Ophth., 
1935, 14: I. 

After reviewing the anatomy of the retrobulbar 
space and the characteristics of infection in this 
space, the author describes the unique ophthal- 
moscopic picture of infection confined to this space, 
reports seventeen cases and takes up the operative 
treatment of such infections. He then discusses pul- 
sating exophthalmos due to arteriovenous communi- 
cations within the cranium, exophthalmos from frac- 
tures and tumors of the orbital walls, meningio- 
blastomas above the orbital roof as a cause of 
exophthalmos, and exophthalmos of hyperthyroidism 
which is due to overfilling of the retrobulbar space 
by blood from distention of the veins. 

Paut Starr, M.D. 


Greeves, R. A.: Some Aspects of Glaucoma. Irish 
J. M. Sc., 1935, No. 1143 241. 


Normal intra-ocular tension depends upon a bal- 


ance between the intake and outflow of intra-ocular 
fluid. The manner in which the fluid is derived from 
the blood—whether this occurs by filtration, secre- 
tion, or dialysis—has not yet been determined. The 
author favors the secretion theory. 

In discussing the diagnosis of glaucoma Greeves 
says that a tonometer reading alone without other 
evidence in insufficient proof of the presence of the 
condition. The diagnosis of glaucoma should be 
made only after careful consideration of all factors 
in the given case. It is then necessary to decide 
whether the glaucoma is primary or secondary. In 
cases such as those of iris bombé, anterior synechia, 
dislocated lens, and traumatic cataract this is not 
difficult. In glaucoma due to serous iridocyclitis it 
is not so simple. In the treatment of this condition 
the depth of the anterior chamber is of prime im- 
portance. If the anterior chamber is deep, a mydri- 
atic may be used with benefit and impunity, but if 
the anterior chamber is shallow myotics should be 
employed. Glaucosan is sometimes of much more 
value than atropin. In cases of secondary glaucoma 
with complicating serous iridocyclitis, in which the 
tension fails to respond to any drug, paracentesis, 
repeated if necessary, may be beneficial especially 
if the chamber is deep. While any filtering scar 
may be closed by inflammatory fibrous tissue, the 
author believes a trephine opening is the most likely 
to remain open, regardless of its size. 
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Persistent secondary glaucoma due to vitreous in 
the anterior chamber is very difficult to treat. 
Cyclodialysis may be the most successful. In need- 
ling operations disturbance of the vitreous should be 
avoided as much as possible and the anterior cham- 
bershould never be destroyed. Acute glaucoma in one 
eye preceded by loss of sight is very suggestive of 
choroidal sarcoma. This must be differentiated from 
glaucoma due to thrombosis of the central retinal 
vein. In both conditions enucleation of the eye is 
usually necessary. 

The author distinguishes two types of primary 
glaucoma: (1) the acute, subacute, and chronic sub- 
acute; and (2) the chronic simple. Of the first type 
are the cases of patients who complain of pain, rain- 
bow colored haloes, and misty vision, and of the 
second type those of patients who experience noth- 
ing but gradual loss of vision and field. In most 
cases of acute primary glaucoma there is shallowing 
of the anterior chamber. In congestive cases with 
haziness of the cornea and dilation of the pupil the 
author instills 1 per cent eserine in castor oil at 
half-hour intervals, applies leeches to the temple, 
uses heat, and administers a saline purgative. He 
may continue this treatment as long as ten days or 
two weeks before the operation. He regards iri- 
dectomy for acute congestive glaucoma as the most 
difficult intra-ocular operation. In the congestive 
state the trephining operation is contra-indicated 
because it is impossible to avoid tearing the congest- 
ed and bleeding conjunctiva and the inelastic iris 
pillars may remain in the wound. When the con- 
gestion is reduced, the trephining operation is the 
procedure of choice. 

The ultimate fate of an eye with chronic simple 
glaucoma is variable, but blindness occurs eventu- 
ally. in all cases. Scotomas in the field are surpris- 
ingly alike in all forms of glaucoma; central loss 
always precedes loss of the nasal field. The very 
earliest sign is enlargement of the blind spot upward. 
The author emphasizes that a diagnosis of chronic 
simple glaucoma should never be made and opera- 
tion should never be undertaken without evidence 
of cupping and a field defect. In chronic simple 
glaucoma iridectomy alone is useless. Some form of 
permanent filtration operation is imperative. The 
author is inclined to believe that when the field loss 
is large, the optic nerve is so damaged that vision 
may deteriorate further even if operation restores 
permanent normal tension. He has a prejudice 
against iridencleisis and cyclodialysis. 

Operating on the other, as yet apparently unaf- 
fected eye, in chronic simple glaucoma is unjustified. 
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In cases of acute glaucoma, operation is safe if the 
other eye has a definitely shallow chamber. 
Leste L. McCoy, M.D. 


Kahler, A. R., and O’Brien, C. S.: Disciform De- 
generation of the Macula. Arch. Ophth., 1935, 
13: 937- 

Disciform degeneration of the macula is a rather 
common and usually bilateral senile disease. It is 
characterized by an elevated mass in the macular 
region with deep hemorrhages, pigmentary changes, 
and frequently white punctate areas of degeneration 
in the surrounding fundus. 

Sclerosis of the choroidal vessels with generalized 
vascular disease is believed to cause metaplasia 
and hyperplasia of the pigment epithelium with the 
formation of a mass resembling connective tissue 
between the choroid and retina. Loss of vision in- 
variably results. It occurs rather rapidly and pro- 
gresses. After a short time only large objects are 
visible. The patient may note a central scotoma. 
Metamorphopsia and occasionally photopsia may be 
present early. As a rule the diagnosis is possible 
only when the lesion is elevated. 

A yellowish white or gray opaque mass appears 
beneath the retina. This mass may be elevated only 
very slightly or up to 5 or 6 diopters. It may be 
smaller than, or many times the size of, the nerve 
head. The surface often shows localized depressions 
here and there. In rare instances the mass appears 
translucent. Sometimes there seems to be a trans- 


parent fluid between the clear overlying retina and 


the mass. The prognosis for vision is poor. Im- 
provement in vision is rare. 

In the differential diagnosis, choroidal sarcoma, 
Coats’ disease, and conglomerate tubercle must be 


ruled out. Leste L. McCoy, M.D. 


NOSE AND SINUSES 


Cameron, J. A. M.: An Investigation of the Part 
Played by Allergy or Sensitization as a Factor 
in Predisposing the Mucous Membrane of the 
Nasal Passages and the Paranasal Sinuses to 
Infection and Its Bearing upon the Treatment 
of Disease of These Cavities. J. Laryngol. & Otol., 
1935, 50: 403. 


Chief among the findings of histological examina- 
tion of mucous membrane from the nose and para- 
nasal sinuses in cases of nasal and sinus infection 
are an infiltration of eosinophile and plasma cells 
and edema of the matrix. The eosinophiles are of 
two types—bilobed eosinophiles with coarse granules 
and mononuclear eosinophiles with much finer 
granules. The former are more abundant in acute 
lesions and the latter in chronic lesions. It is sug- 
gested that these cells neutralize some substance 
liberated in allergy or are a chemotactic response to 
its stimulus. There is no evidence that the changes 
are due to micro-organisms. 

Whether allergy prepares the nasal mucous mem- 
brane for infection by micro-organisms is difficult to 
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determine. So far as can be judged from statistics, 
it has no marked effect. 

In treatment, both the allergic and the local nasal 
aspects must be considered. 

The author briefly outlines methods of desensitiza- 
tion. 

In conclusion he suggests that allergic manifesta- 
tions may have a common genesis in some form of 
metabolic poisoning which is usually amenable to 
detoxication. James C. BRASWELL, M.D. 


Heine, L. H.: Malignant Tumors of the Naso- 
pharynx. Arch. Otolaryngol., 1935, 22: 51. 


Heine states that the nasopharynx constitutes a 
rather fertile soil for the development of various 
types of neoplasm. 

When any abnormality in the appearance of the 
tissue in this region is noted biopsy should be done. 

Tumors arising from the different kinds of epi- 
thelial covering over the vault of the nasopharynx 
are different both pathologically and clinically from 
most other epithelial tumors and apparently should 
have a separate classification. 

Reticular-cell sarcoma occurs in the nasopharynx 
and should not be confused with lymphoblastoma. 

In the cases of malignant tumor of. the naso- 
pharynx reviewed by the author, the results of irra- 
diation therapy appeared favorable, but the follow- 
up was limited to a period too short for conclusions 
as to their permanency. James C. Braswett M.D. 


Geschickter, C. F.: Tumors of the Nasal and Para- 
nasal Cavities. Am. J. Cancer, 1935, 24: 637. 


The majority of carcinomas of the nose arise in 
the region of the middle turbinate, at the embryonic 
site of the outpouching of the sinuses, and are epi- 
dermal in type. In the nasopharynx, and more 
rarely in the nose and antrum, malignant epidermal 
cells from the mucous membrane and interspersed 
lymphoid tissue form a variety of lymphodermal 
cancer usually referred to as ‘‘lympho-epithelioma.”’ 
For this reason epidermal carcinomas are divided 
into two major groups on the basis of their clinical 
pathological features. The larger group are the 
squamous-cell or transitional-cell cancers and the 
smaller group the lymphodermal cancers. 

Probably because slowly growing tumors of this 
region remain asymptomatic, epithelial tumors of a 
benign character are seldom reported. Among the 
benign epithelial growths of the nasal and paranasal 
cavities are the so-called hard papillomas, adenomas, 
and cystadenomas and the rarely aberrant salivary 
tumors. Osteomas, angiomas, plasmocytomas, and 
benign and malignant connective-tissue tumors are 
less frequent than epithelial tumors. 

James C. BRASWELL, M.D. 


Burman, H. J.: Sinusitis in Children. 
scope, 1935, 45: 440. 
The treatment of sinusitis in children is largely a 
medical rather than a surgical problem. Children 
with chronic sinusitis are usually undernourished 
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and underweight and suffer from constipation and 
loss of appetite. 

In briefly reviewing the embryology and develop- 
ment of the sinuses, the author states that the 
ethmoidal labyrinth is the only one present at birth 
and the only sinus to cause trouble before the age of 
two years. 

In diagnosing a sinus condition the rhinologist 
should cleanse the nose thoroughly of all secretions, 
using suction if necessary. Congestion, edema, 
hypertrophy, and a purulent discharge are indica- 
tive of sinus disease. Headache and tenderness on 
pressure are of great diagnostic significance. Sinus 
infection can be definitely ruled out by roentgen 
examination. 

The child with sinusitis should be put to bed, 
given a mild cathartic and Dover’s powders, and 
then given a hot bath. Two minims of a 1:1,000 
solution of atropine should be administered every 
two hours until the nose is dry. 

In the office, Burman uses a 0.5 per cent solution 
of cocaine in oil as a spray and cleanses the nose of 
secretions by suction. Sometimes he irrigates the 
antra under local anesthesia. 

Operative treatment is indicated only occasionally 
and should be conservative. Intranasal surgery on 
the ethmoids should never be done in the cases of 
children. Partial submucous resection is occasionally 
necessary. 

The general supportive measures consist of the 
administration of calcium gluconate, vitamin 
therapy, and the use of autogenous vaccines. 

Joun F. Detpn, M.D. 


Smith, F., Yates, A. L., Layton, T. B., Howarth, W., 
Russell, H. G. B., and Others: Discussion on 
the Treatment of Chronic Infection of the 
Nasal Accessory Sinuses. The Management of 
Chronic Sinus Disease—Conservative or Radi- 
cal? Proc. Roy. Soc. Med., Lond., 1935, 28: 963. 


SMITH states that the generally accepted manage- 
ment of chronic sinus disease is unsatisfactory. He 
urges that the surgical intervention which produces 
the desired result be designated, not as “radical,” 
but as ‘‘complete.’’ He states that in the past the 
rhinologist too frequently attempted to complete 
with postoperative treatments in his office what he 
should have accomplished in the operating room. 
Smith limits his discussion to the frontal, ethmoid, 
and sphenoid sinuses, in whichit is impossible to reach 
all of the involved area by the intranasal approach. 
He believes it best to approach these sinuses directly 
in a practically bloodless field under full vision. 

The operation he performs is done under local 
anesthesia through an incision at the inner canthus 
of the affected side. Bleeding is prevented by liga- 
tion of the superior palpebral vessels, posterior 
ethmoidal vessels, and sphenopalatine vessels as 
they are reached. The technique and special in- 
struments used for each step of the complete opera- 
tion are described. Chisels and mallets find no place 
in this technique. 
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The postoperative reactions are minor. They 
usually consist of headache of a few days’ duration. 
There is no pain. Diplopia may occur for a few 
days, but in none of more than 500 cases was it per- 
manent. 

YaTEs states that in his experience the type of 
secretion present has a great deal to do with the end- 
result of treatment. He finds that in cases in which 
organisms are free in the discharge (i.e., not intra- 
cellular) conservative measures give better results 
than operative measures. He states that obstructive 
sinusitis can be distinguished from open sinusitis 
by determining the bactericidal power of the nasal 
mucus. The bactericidal power is high in obstruc- 
tive sinusitis and low in open sinusitis. Yates de- 
scribes an ingenious vacuum-douche method, but 
cautions that its use is contra-indicated in all acute 
conditions. 

LayTon states that treatment of suppurative 
maxillary sinusitis is accomplished by surgical 
drainage. In sdme cases an operation to secure 
permanent drainage is necessary. The treatment of 
infections of the other sinuses is not so easy. Frontal 
sinusitis does not occur alone; it is always compli- 
cated by ethmoiditis. As clearing up of the stream 
of pus in the middle meatus from a maxillary 
sinusitis will remove the inflammation around the 
opening of the frontonasal duct, the key to fronto- 
ethmoidal suppuration is the maxillary sinus. 

G1LL-CaAREY says that he has adopted the external 
technique with extremely good results in the case of 
the ethmoid sinus, but the results have been less 
favorable in the case of the sphenoid and frontal 
sinuses. 

HowarTH states that he favors the external ap- 
proach, but believes that every effort should be 
made to conserve the mucous membrane lining, 
especially in the frontal sinus. His greatest diffi- 
culty is maintenance of the patency of the new 
frontonasal duct. Since he has done skin grafting 
his results have been better. 

RUSSELL says that the operation may be employed 
with advantage in the treatment of anterior sinusitis 
without bothering about the posterior group at all. 

HowELLs reports that he favors leaving the upper 
and back part of the frontal sinus mucosa in this 
operation, but he has removed all the membrane and 
cells of the ethmoid. 

WATSON-WILLIAMS says that the external opera- 
tion is seldom necessary. Most cases respond to 
intranasal methods. Of chief importance is con- 
servation of the mucous membrane. A very real 
objection to the external approach is the patient’s 
aversion to such a procedure unless the condition 
is sufficiently grave to make life intolerable. 

TILLEY says that it is open to doubt whether the 
majority of patients would submit to such a radical 
procedure unless it were carried out under general 
anesthesia. 

O’Mattey likens the cells of the ethmoid to 
those of the mastoid. He believes that in some of 
the cases of ethmoiditis in which he performed an 
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intranasal operation the external operation became 
necessary later because some of the cells escaped 
him in the intranasal operation. 

James C. BRASWELL, M.D. 


MOUTH 


Veau, V.: Harelip. A Theory Regarding the Pri- 
mary Malformation (Bec-de-litvre. Hypothése 
sur la malformation initiale). Ann. d’anat. path., 
1935, 12: 389. 

According to the classical theory advanced by 
Coste, harelip is due to failure of the fusion between 
facial processes which should occur when the embryo 
is 8 or 9 mm. long. Veau points out that many 
clinical facts are difficult to reconcile with this 
theory. He states that absence of fusion of the 
processes is a very early and extensive malforma- 
tion involving bone, muscle, and skin, while the 
arrest of development resulting in simple harelip 
must occur at a later stage, when the emoryo is be- 
tween 21 and 28 mm. in length and muscles appear. 

Most difficult to explain are the cases in which a 
soft-tissue bridge is found across a complete cleft. 
Veau observed such a bridge in 104 of 470 cases of 
complete unilateral harelip and 80 of 180 cases of 
complete bilateral harelip. He regards it as un- 
likely that such bridges represent secondary ad- 
hesions. Sometimes the bridge is very strong and 
sometimes it is filiform. It causes a curve in the 
axis of the vomer and intermaxillary bone. Often 
it ruptures before birth and occasionally soon after 
birth. Veau examined and photographed a bridge 
in an infant five days old. Six weeks later the bridge 
separated spontaneously. Frequently only a small 
tubercle is found at the former location of such a 
bridge. 

The clinical facts seem to indicate the existence 
of a primary malformation which gives way before 
a disrupting force as the fetus develops. According 
to the theory of Fleischmann, which Veau regards 
as satisfactory, the essential malformation is an 
epithelial wall which impedes normal development 
of the mesoderm, and the various forms of harelip 
result from separation of this weak point by the 
forces of growth. 

In a study of the skeletal development in cases of 
harelip Veau found that the intermaxillary bone 
exerts a normal forward force, the vomer serving as 
a fixed point. The development is controlled by the 
counterforce. If the counterforce is insufficient, 
harmonious development fails. The vomer and in- 
termaxilla extend forward unchecked or are deviated 
to one side. The muscles tend to oppose the dis- 
rupting force. If the osseous lesion is slight but 
muscle union is prevented by the epithelial wall, 
simple harelip results. In some cases the growth 
of muscle across the cleft is not entirely prevented 
by the epithelial wall and a bridge is formed on 
what would otherwise be a complete harelip. In 
total harelip the epithelial wall has completely pre- 
vented union across the defect. 


HEAD AND NECK 420 


Veau regards this theory as more satisfactory 
than the classical theory because the latter requires 
one hypothesis (failure of coalescence of the proc- 
esses) for total harelip, another (incomplete fusion) 
for the simple form, and a third (secondary adhesions) 
for the bridge formation. 

Tuomas W. STEVENSON, M.D. 
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Hofmann, A.: Infectious Diseases and Hyper- 
thyroidism (Infektionskrankheiten und Hyper- 
thyreose). Wien. klin. Wchnschr., 1935, 1: 80. 


Careful taking of the history in cases of Base- 
dow’s disease or hyperthyroidism very frequently 
reveals that the thyroid disease was immediately 
preceded by a febrile condition. In the textbooks, 
infectious diseases are usually included with such 
causes of hyperthyroidism as a constitutional pre- 
disposition, the use of iodine, and psychic shock, but 
are mentioned only as an unusual item in the his- 
tory. 

Of the cases of hyperthyroidism seen at the Medi- 
cal Clinic of the University of Vienna, the occur: 
rence of an infectious or febrile disease either im- 
mediately or shortly before the development of the 
hyperthyroidism is clearly evident from the spon- 
taneous statements of the patient in 41 per cent. 
It is possible, therefore, that the incidence of such 
disease would be found higher by routine ques- 
tioning. Of the cases reviewed, there was a history 
of sore throat and angina in 22 per cent; of in- 


fluenza in 1g per cent; of febrile arthritis in 10 per 
cent; of cholecystitis in 7 per cent; and of pul- 


monary tuberculosis in 6 per cent. Less frequent 
febrile conditions were pleurisy, pneumonia, peri- 
carditis, nephritis, thyroiditis, and laryngitis. 

These figures, which are based on Basedow ma- 
terial covering a period of twenty years, show that 
the incidence of infectious diseases preceding Base- 
dow’s disease is much higher than was formerly sup- 
posed. (Maxritian Hirscu). Pavut Starr, M.D. 


Cutler, E. C.: Total Thyroidectomy for Heart 
Disease. Minnesota Med., 1935, 18: 421. 


The author first presents the physiological argu- 
ments for total thyroidectomy in heart disease. He 
states that postoperatively the metabolic rate is 
lowered, but controlled easily by 0.15 gm. of thyroid 
extract daily. The blood cholesterol is raised and the 
circulation time increased. 

In twenty-three cases of cardiac decompensation 
—fifteen due to valvular disease and eight due to 
myocardial disease—there were two immediate post- 
operative deaths and six deaths which occurred later 
and were unrelated to the operation. In thirty-one 
cases of angina pectoris there were two immediate 
postoperative deaths and five deaths which occurred 
later and were unrelated to operation. Of the fifty- 
four patients, five developed parathyroid tetany and 
four sustained injury of the recurrent laryngeal 
nerve. Notes on the operative technique are given. 
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The clinical results in the thirty-four patients who 
have lived more than three months since the opera- 
tion are as follows: Of twelve with cardiac decom- 
pensation, the results are excellent in five, good in 
four, and fair in three. Of twenty-two with angina 
pectoris, the results are excellent in twelve, good in 
four, and fair in six. 

In animal work the Sutton-Lueth coronary occlu- 
sion technique was used. In such a preparation the 
administration of adrenalin caused pain. 

It is thought that the thyroidectomy may inter- 
fere with the patient’s sensitivity to his own adrena- 
lin. The work of Blumgart is cited. 

PauL Starr, M.D. 


Huet, P. C., and Escat, M.: Total Laryngectomy 
(La laryngectomie totale). Presse méd., Par., 1935, 
43: 793. 


Huet and Escat state that cancer of the larynx 
which has not extended to the pharynx or invaded 
the glands is curable if the proper therapeutic 
measures are used. Cancer of the vocal chord in 
its earliest stage may be treated by radiotherapy, 
but is rarely seen in this stage. Certain growths 
that are especially radiosensitive may also be treated 
by radiotherapy. This form of treatment sometimes 
gives unexpectedly good results in inoperable cases 
and recurrences. 
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The authors believe that as a rule the treatment 
of endolaryngeal cancer is surgical when it is ana- 
tomically possible to remove all the malignant tissue 
and the glands are not involved. The majority of 
such cancers involve the vocal cord primarily. In 
the earliest stage, when the cord is entirely mobile, 
thyrotomy with resection of the involved tissue 
gives good results. In a somewhat more advanced 
stage in which the growth is confined to one side 
of the larynx, hemilaryngectomy is indicated. The 
results are best when the cord is still mobile. When 
an endolaryngeal growth cannot be completely re- 
moved by hemilaryngectomy, total laryngectomy is 
indicated. With modern technique this operation 
has become less formidable and less mutilating. 

The authors have found the total laryngectomy 
devised by Glueck and modified by Tapia to be the 
most satisfactory. They describe the technique of 
this operation in detail. The chief features are the 
avoidance of preliminary tracheotomy if possible; 
local anesthesia; and exposure of the larynx from 
above downward. Important contributions by 
Tapia to the technique are the introduction of a 
canuula into the larynx at the time of its separation 
from the pharynx, and the formation of a protective 
covering (‘‘corset’’) from the muscles and thyroidal 
perichondrium after suture of the pharynx. 

AticeE M. MEYERs. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Kulcsar, F.: The Importance of Percussion of the 
Skull by the Method of Benedek (L’importanza 
della percussione del cranio secondo il metodo di 
Benedek). Riforma med., 1935, 51: 745. 


Benedek’s method of percussing the skull re- 
quires: (1) a chart of the head divided into about 
fifty fields on which the thickness of the skull and 
the changes in the percussion note associated with 
differences in thickness are recorded; (2) a percussing 
device in which the frequency and intensity of the 
blows struck may be regulated exactly to eliminate 
the personal error of the examiner; and (3) an elec- 
tric “pickup” and amplifier to intensify the sounds 
of the percussion. The patient lies supine with his 
mouth closed. If possible, the head is shaved. The 
skull is then carefully explored with the percussor. 
The significance of any variations noted in the per- 
cussion notes is determined from the chart. 

The author cites cases in which this method 
proved to be of great diagnostic aid, discusses the 
possible sources of error, and shows how correct 
interpretation of the findings may supplement the 
findings of other methods of examination. 

EvuGENE T. Leppy, M.D. 


Courville, C. B., and Nielsen, J. M.: Otogenous 
Abscess of the Parietal Lobe: A Review of the 
Literature and a Report of Six Cases. Arch. 
Surg., 1935, 30: 930. 

Although otogenous abscess of the brain is com- 
monly located in the temperal lobe or cerebellum, 
the authors’ discovery of six cases of parietal locali- 
zation in a group of sixty-three cases of otogenous 
abscess of the brain indicates that this location is 
sufficiently frequent to warrant greater attention. 
A review of the literature indicates that in many 
instances a parietal lobe abscess has been mistaken 
for abscess in the temporal, frontal, or occipital lobe. 

The parietal abscess may be one of two or more 
abscesses located in one or both cerebral hemi- 
spheres and suggesting a vascular spread of infection. 
The occurrence of an associated thrombosis of the 
lateral sinus or of the connecting venous channel 
indicates that the infection travels through the 
veins. Other possible etiological factors are exten- 
sion from an otogenous subdural abscess, from 
osteomyelitis of the parietal bone, and from an 
abscess in the temporal or frontal lobes, but these 
must be considered rare. When there are multiple 
abscesses in the temporal lobe, the spread may occur 
through the blood stream or by contiguity. 

The abscess may be a large acute abscess (puru- 
lent encephalitis), a circumscribed abscess, or a small 
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heavily encapsulated abscess. The type of the 
abscess does not depend on the manner in which the 
infection reached the brain. Abscesses in the tem- 
poral lobe are usually due to contiguous infection 
of the bone, dura, and brain, and abscesses of the 
parietal lobe to vascular extension. 

Successful drainage of the abscess requires ac- 
curate determination of its site. When the trephine 
opening is made directly over the abscess drainage 
is a comparatively simple problem provided the 
abscess is circumscribed. 

The symptoms produced by an expanding lesion 
differ considerably from those produced by a purely 
local and destructive lesion. Extension of the infec- 
tion, edema, and pressure may result in symptoms 
referable to the adjoining areas. The irritative 
motor signs are usually jacksonian seizures affecting 
the contralateral side of the body, particularly the 
upper extremity and face. These signs are some- 
times observed in infants and young children with 
otitis media. In most instances complete recovery 
results. Whether or not these signs signify the de- 
velopment of an abscess can be determined only by 
watching the clinical course. 

Conjugate deviation of the head and eyes is a 
common indication of lesions of the posterior and 
inferior portions of the parietal lobe. When it 


occurs as part of the seizure the head and eyes are 


directed away from the side of the lesion. When 
paralysis has set in the deviation is toward the side 
of the lesion. 

Paralytic motor phenomena were observed in all 
of the authors’ cases, but have not been mentioned 
in the records of most of the cases reported by 
others. Undoubtedly, minor manifestations of 
weakness have frequently been overlooked. 

Sensory disturbances have long been recognized 
as primary parietal manifestations. There is a de- 
crease in sensibility for all modalities without loss 
of any except tactile discrimination (astereognosis). 

Trophic changes resulting from parietal lesions in 
early life have been described, but most patients 
with parietal abscess do not survive long enough to 
develop atrophy. In one case atrophy was still 
absent two years after successful surgical drainage. 

Vasomotor disturbances, hemianopia, mind blind- 
ness, alexia, agraphia, apraxia, and disorientation 
have all been described as resulting from abscess 
of the parietal lobe. Their occurrence depends on the 
extent of the lesion and its influence on the sur- 
rounding tissue. Amnesic aphasia, affecting most 
often memory for names, is commonly associated 
with lesions of the inferior parietal lobe. Fluctua- 
tions in the degree of consciousness are commonly 
noted with abscess in any portion of the brain. 

Epwarp S. Pratt, M.D. 
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Fischer, E.: Examinations of the Lymph Vessels of 
the Meninges and Serosa of Animal and Hu- 
man Fetuses (Lymphgefaessuntersuchungen an 
Meningen und seroesen Haeuten des tieres und 
menschlicher Feten). 59 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1935. 


Our knowledge regarding the movements of fluids 
within organs and of the resorption and transporta- 
tion of corpuscular particles (dyes, bacteria, tumor 
cells) is still incomplete, partly because of the incom- 
pleteness of our knowledge regarding the lymph 
capillaries. It has not yet been proved that the 
lymph-vessel system in the periphery is patent, i.e., 
identical with the tissue spaces. On the contrary, 
all facts indicate that this system begins in the 
periphery with independent, closed capillaries which 
merge directly with lymph vessels supplied with 
valves. We are not as yet fully informed regarding 
the extent or even the existence of lymph vessels in 
the large reticulo-endothelial organs, the liver, 
spleen, and bone marrow, and we have no positive 
knowledge about the brain. 

By combining the perhydrol method (Magnus) 
with the alternating bath method (Becher-Fischer), 
the author succeeded in demonstrating the super- 
ficial lymph vessels of Glisson’s capsule of the liver 
of a human fetus five months old. These lymph 
capillaries of the serosa cover the liver surface in a 
fine dense network and are probably connected with 
lymph vessels deeper in the parenchyma which, it is 
assumed, are identical with the spaces of Disse. The 
lymph vessels of the parenchyma and capsule of the 
liver and of the gall bladder play an important part 
in serous inflammations (Roessle), especially in the 
development of certain forms of catarrhal icterus, 
gall-bladder edema, and other diseases of the biliary 
tract (Eppinger). While the condition of the lymph 
vessels in the gall bladder can be demonstrated 
easily by modern methods, the condition of those in 
the liver capsule can be determined only with great 
difficulty and the condition of those in the paren- 
chyma of the liver practically not at all. Therefore 
further experimental investigations are necessary. 

In the soft meninges of human and animal fetuses 
as well as at later stages of development no lymph 
vessels could be demonstrated by the most delicate 
of modern methods (perhydrol method, Magnus, 
1922). Even the so-called perivascular lymph- 
sheaths have no connection with the lymph-vessel 
system. In previously reported studies of the great 
omentum the author proved that there are no such 
structures as “perivascular lymph sheaths” in the 
sense in which this term has been so often used by 
pathologists and clinicians. 

With regard to the formation of lymph nodes from 
fat tissue and especially the origin of the lymph 
sinus, the author cites findings of importance such 
as those made by him in the omentum of human 
adults and in the costal pleura of rabbits. Normally, 
these structures show intimate connections between 
lymph capillaries and microscopically fine fat 
globules which are surrounded and penetrated by 
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capillaries. It’ is to be assumed that under the in- 
fluence of chronic inflammatory irritation these 
capillaries send out proliferations, and that after the 
fatty organ has been transformed into a lymphatic 
organ, these take over lymph-sinus functions. 
(ErtcH FiscHeR). Maruartas J. Serrert, M.D. 


Bergstrand, H., and Olivecrona, H.: Angioblastic 
Meningiomas. Am. J. Cancer, 1935, 24: 522. 


Seven meningiomas showing numerous mitoses 
and differing markedly in microscopic appearance 
were found in a group of 124 intracranial menin- 
giomas. The seven tumors were encapsulated and 
did not infiltrate the brain. The chief clinical char- 
acteristic of the angioblastic meningiomas was a 
high degree of vascularity. Contrary to previous 
reports, the authors found that in their clinical 
course and symptoms these meningiomas differed 
little from meningiomas of the ordinary type. 

RoBERT ZOLLINGER, M.D. 


Torraca, L.: A Tumor of the Dura Mater Perforat- 
ing the Vault of the Cranium (Tumore della 
dura madre perforante la volta cranica). Arch. ital. 
di chir., 1935, 39: 653. 

Tumors of the dura mater are usually menin- 
giomas. They arise from the inner surface of the 
dura mater and are well capsulated. As they en- 
large they gradually sink into the cerebral tissues, 
forming a cavity. Occasionally they invade the 
other layers of the dura and the skull. Under the 
latter circumstances they are intracranial and extra- 
cranial. They are considered benign. 

The author reports the case of a man sixty-two 
years old who presented a tumor of the dura mater 
which had perforated the cranial vault. The tumor 
was excised, but recurred three months later. As 
the neoplasm was atypical histologically the author 
was unable to classify it. He regarded it as mal'g- 
nant. Davin JouN Impastato, M.D. 


SPINAL CORD AND ITS COVERINGS 


Garcia, D. E.: Syringomyelia (La siringomielia) 
Rev. méd. d. Rosario, 1935, 25: 337- 

Syringomyelia is a disease of the spinal cord 
characterized by the formation of cavities in the 
cord. When the cavities occur only in the medulla 
the condition is called “‘syringobulbia.”” The author 
reports two cases of syringomyelia, supplementing 
the histories with photographs and microphoto- 
graphs. He has come to the conclusion that the 
disease is caused by a disturbance in embryonic 
development in the mesoderm and particularly in 
the mesenchyme. Any chronic process, particularly 
any chronic inflammation, in the central nervous 
system capable of injuring the nutritive vessels may 
cause cavities resembling those of syringomyelia. 

The treatment of syringomyelia depends upon 
the stage of development of the condi.ion in which 
the diagnosis is made. If the patient comes for 
treatment in an early stage when sensory symptoms 
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predominate over trophic disturbances drainage of 
the cavities is indicated. The effect of drainage 
has been attributed to a decrease in the pressure. 
However, while in some cases the pressure is high 
enough for the liquid to flow out freely, in others it 
is negative and aspiration with a syringe is necessary. 
As the author obtained a very satisfactory result 
from drainage in a case in which the pressure was 
negative, he believes that the effect of drainage is 
not dependent on the pressure. He states that the 
fluid in the cavities apparently causes circulatory 
disturbances resulting in slight hemorrhages and 
islands of ischemia and edema which bring about 
necrosis of the nerve tissue and enlarge cavities. 
Operation should be followed by roentgen therapy. 
If the patient does not come fer treatment until the 
disease has reached an advanced stage in which 
trophic disturbances predominate operation will do 
no good. Under such circumstances treatment 
should be limited to protection of the patient from 
trauma which may cause wounds difficult to heal 
and resulting in life-threatening infection. 
AuprEYy Goss Morcan, M.D. 


Chiasserini, A.: Intercostoradicular Anastomosis 
in Vertebral Injuries with Section of the Lum- 
bar Spinal Cord (L’anastomose intercosto-radicu- 
laire dans les traumatismes vertébraux avec section 
de la moelle lombaire). J. de chir., 1935, 46: 54. 


Apparently one of the first to consider the pos- 
sibility of nerve anastomosis to relieve the condition 
of patients with complete section of the spinal cord 
due to trauma was Monro. Experimental work 


proved that such a procedure was sound, but the 
results obtained in the first clinical case in which the 
method was used by Kilvington and Bird in 1900 
were unsuccessful. In 1912, Frazier and Mills suc- 
ceeded in restoring vesical control in a case of frac- 
ture of the second lumbar vertebra. More recently, 
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Puusepp obtained good results in the cases of 
several young persons with loss of sphincter control 
from injury or infantile paralysis. 

Chiasserini reports his results in four cases of 
fracture of the lumbar vertebra. The first three 
patients were operated upon from ten to sixteen 
months after the injury. The first two had large 
bed sores and the second a severe epididymitis 
prior to operation. The first patient died three days 
after the operation. The fourth patient was operated 
upon a few weeks after the injury. This patient not 
only regained urinary continence, but six months 
after the operation was able to contract several 
groups of muscles in both thighs. The two other 
patients regained urinary control three months and 
five months after the operation respectively. 

The procedure recommended by the author is as 
follows: 

1. The patient is kept under observation for 
about three weeks before operation as too early 
operation has a high mortality. 

2. The extent of the injury sustained is deter- 
mined by roentgenography of the bones and 
myelography. 

3. In the first stage of the operation a laminec- 
torny is done on two vertebre at the site of the 
injury. The peripheral nerve roots of the cauda 
equina are then gathered into.a bundle and secured 
by wrapping them in a piece of tissue taken from 
the fascia lata. 

4. A week or ten days later two intercostal 
nerves are isolated on each side, sectioned about the 
posterior axillary line, brought down under the 
dorsal muscles, and firmly fixed into the bundle pre- 
viously made of the peripheral nerve roots. 

This procedure seems to make a very satisfactory 
anastomosis as the nerves can be firmly secured in 
position. The various steps are shown by illustra- 
tions. Marsu W. Poote, M.D. 
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CHEST WALL AND BREAST 


Bellini, A.: A Contribution to the Study of the 
Bleeding Breast (Contributo allo studio della 
mammella sanguinante). Policlin., Rome, 1935, 
42: sez. chir. 325. 

According to Bellini, chronic hemorrhage from 
the nipple occurring spontaneously or as the result 
of trauma is always due to a morbid condition even 
if it is limited to a few drops. The morbid condition 
is considered by some to be a benign neoplasm such 
as a papillary adenoma or a chronic cystic mastitis, 
but by others is regarded as a precancerous or can- 
cerous lesion calling for immediate surgical inter- 
vention. 

Hemorrhage of the breast occurs much more fre- 
quently in females than in males. In males it is al- 
ways indicative of a malignant tumor. 

Hemorrhage of the breast may be the early sign 
of a neoplasm which is clinically not detectable. The 
time which elapses between its occurrence and the 
appearance of a clinically detectable tumor may 
range from a few months to several years. 

In briefly reviewing the literature the author calls 
attention to the fact that there is considerable dif- 
ference of opinion with regard to the pathogenetic 
interpretation of the bleeding breast and its treat- 
ment, but in the light of more recent studies, the 
causes of the bleeding have been restricted to a 
rather limited number of pathological conditions. 
Chief among the latter are chronic cystic mastitis, 
endocanalicular papillary epithelioma (the ‘“‘den- 
dritic epithelioma”’ of Kauffmann, the “intracanalicu- 
lar cystepithelioma”’ of others), and carcinoma. 

The endocanalicular epithelioma is to be included 
among the potentially malignant tumors in spite of 
its apparently benign nature. According to several 
investigators, this neoplasm develops slowly and 
becomes finally converted into a true carcinoma. 

The author reports four cases of hemorrhage of the 
breast which came under his observation. In the 
first case the bleeding was due to an endocanalicular 
papilliferous fibro-adenoma; in the second, to an 
endocanalicular epithelioma becoming pericanalicu- 
lar and showing the invasive and infiltrative char- 
acter of a typical precancerous lesion; and in the 
third, to an endocanalicular cystoepithelioma. In 
the fourth case the nature of the lesion remained 
undiagnosed because the patient refused to permit 
biopsy. 

Those who consider hemorrhage of the breast a 
benign condition favor conservative treatment 
whereas those who regard it as a precancerous con- 
dition advise radical mastectomy with removal of 
the greater and lesser pectoral muscles and the 
axillary lymph glands. 


In conclusion the author says that in cases of 
bleeding breast the possibility of an underlying pre- 
cancerous or cancerous lesion should be considered, 
biopsy should be done, and if the lesion appears 
suspicious radical mastectomy should be performed 
and followed by removal of the axillary contents. 

RIcHARD E. Soma. 


TRACHEA, LUNGS, AND PLEURA 


Semb, C.: Thoracoplasty with Extrafascial Apicol- 
ysis. Acta chirurg. Scand., 1935, 76: Supp. 37, II. 


The author’s aim has been to develop a method of 
thoracoplasty yielding effective and selective col- 
lapse. 

Poor results after previous methods of thoraco- 
plasty were due to deficient relaxation of the diseased 
part. This was true particularly in cases of cavities 
with a high posterior and medial situation, which is 
by far the most common localization. 

With regard to the mechanical effect of the col- 
lapse desired, artificial pneumothorax without ad- 
hesions was adopted as a model for the thoraco- 
plasty. 

The diseased part—the cavity—should be liber- 
ated in such a way that it can retract concentrically 
from the surface toward the hilum—not only from 
one side to the other, but also from above downward, 
from behind forward, from in front backward, and 
eventually from below upward. In involvement of 
the upper lobe this is achieved by combining thora- 
coplasty with apicolysis or pneumolysis. 

The author endeavors to produce effective and 
selective collapse of the thoracic wall as well as of 
the diseased part of the lung. 

The thoracoplasty is performed with resection of 
the entire first rib and possibly of the second rib 
and of decreasing lengths of the subjacent ribs. The 
scalenus muscles and the upper part of the anterior 
serratus muscle are divided outside the periosteum 
to eliminate their traction and increase the collapse 
from above and from the side. 

To produce collapse from behind forward and 
partly from above, the posterior medial stumps of 
the ribs are resected medially beyond the point of 
the transverse process after exarticulation at the 
costovertebral joint. In addition, the uppermost 
intercostal muscles and the periosteum of the ribs 
are severed posteriorly. 

The apicolysis and pneumolysis have been devel- 
oped with due regard to the anatomical conditions 
over the apex of the lung in tuberculous patients. 
Corresponding to the Zuckerkandl-Sebileau “‘bands”’ 
and Truffert’s ‘“lames,’”’ permanent drags of con- 
nective tissue have been demonstrated in patients 
subjected to thoracoplasty. These attach the endo- 
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thoracic fascia over the apex of the lung and thereby 
fasten the latter to the neurovascular trunk, the 
spinal column, and the mediastinum. Because of 
peripleurisy, they are frequently fibrous and re- 
sistant and the connection between the endothoracic 
fascia and the parietal pleura is firm and close. The 
periosteum, intercostal vessels, and _ intercostal 
nerves attach the lung to the spinal column in- 
directly. 

The apicolysis is performed extrafascially by dis- 
secting out the drags of connective tissue mentioned 
and also the periosteum, intercostal vessels, and 
intercostal nerves over the apex of the lung and 
severing them after ligation. This apicolysis is 
radical and effective, and associated with only 
slight danger of rupture of the cavity and infection. 

Further downward, posteriorly, a partial pneu- 
molysis may eventually be performed to increase 
the collapse from behind forward. 

This procedure permits concentric retraction of 
the diseased part. The collapse is gradually fixed by 
re-formed connective tissue and regeneration of ribs 
from the periosteum of the upper ribs. 

The operation may be performed in one or several 
stages. 

Of the cases in which the author has performed it, 
complete collapse of the cavity was obtained in 
more than go per cent and freedom from bacilli in 
more than 80 per cent. In the cases in which no 


more than six ribs were resected in one stage, the 
mortality was less than 3 per cent. 


Fletcher, E.: Bronchiectasis. J. Thoracic Surg., 1935, 
4: 460. 

Bronchiectasis must always be a secondary condi- 
tion except in the rare instances of congenital mal- 
formation. The most common type follows repeated 
trauma and infection. The author reviews 100 cases 
of this type, which he calls ‘‘ general bronchiectasis” ; 
g cases due to tuberculosis; 5 cases due to lung ab- 
scess; 2 cases due to primary carcinoma; 1 case each 
due to aneurism, syphilis, monilia, and industrial 
pneumoconiosis; and 4 cases with associated empy- 
ema. 

In the 100 cases of general bronchiectasis the na- 
ture of the condition was proved by the intratracheal 
injection of lipiodol or by autopsy. This proof is 
important because in previous series of cases fibrosis 
of the lung instead of bronchiectasis was assumed. 
Before the use of lipiodol it was impossible to dis- 
tinguish between the two conditions accurately. 

Non-tuberculous lung infection leading to the de- 
velopment of general bronchiectasis is most frequent 
in childhood between the ages of two and five years 
and in adult life between the ages of forty and fifty 
years. General bronchiectasis is slightly more com- 
mon in males than in females. The lesions are dis- 
tributed throughout the lung. Involvement of the 
left lung alone is much more frequent than involve- 
ment of the right lung alone or involvement of both 
lungs. No case of purely apical involvement has 
been observed. Acute attacks may occur at any 
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time of life, but are most common in the third and 
fourth decades. In the total number of cases of gen- 
eral bronchiectasis reviewed the incidence of club- 
bing of the fingers was 35 per cent and in the acute 
cases it was almost twice as high. A history of recur- 
rent attacks was given in 28 cases. Approximately 
one-fourth of the patients had frank hemoptysis. In 
68 per cent of the cases the earliest symptom was 
cough. In 4 per cent there was no cough. One of the 
patients without cough was an adult. Although he 
developed bronchiectasis in childhood following 
whooping cough, he did not receive treatment until 
he was twenty-eight years old. The 3 others were 
children who had recurrent attacks of pyrexia. It 
seems that cough always occurs in adult bronchi- 
ectasis, but may not occur in bronchiectasis in child- 
hood. Expectoration occurred in over two-thirds of 
the cases. In one-half of these the sputum had an 
offensive odor. 

Loss of weight was more common in the cases of 
adults than in those of children. Complicating 
paranasal infection occurred in only 4 per cent of the 
cases. Paranasal conditions are secondary to the 
lung infection and their development has no effect 
on the lung. Arthritis occurred in 3 per cent of the 
cases reviewed. Empyema is possibly an occasional 
complication, but it is difficult to determine whether 
the empyema occurred before the bronchiectasis or 
as the result of it. In a recent article, Fletcher called 
attention to the necessity of reserving the word 
“atelectasis” for congenital conditions, and the word 
“‘detelectasis”’ for collapse of a lobe of the lung such 
as occurs in bronchiectasis. Detelectatic lobes were 
found on the left side in 11 of the cases reviewed and 
on the right side in 9. 

In discussing the early symptoms of bronchiectasis 
of childhood the author states that two-thirds of the 
children whose cases he reviews had suffered from 
cough and one-half had had an attack of measles or 
whooping cough or both. It is evident that cough, 
by itself, is a serious symptom in children, and that 
measles and whooping cough are often the precursors 
of chronic and subacute lung infections. 

The second great group of precursors of bronchi- 
ectasis in children are attacks of a condition gener- 
ally called “acute bronchitis” or ‘bronchial pneu- 
monia”’. The others are acute general lung infec- 
tions and hemoptysis. 

The precursors of the adult type of bronchiectasis 
are acute lung infections exclusive of pneumococcal 
lobar pneumonia, such as pleurisy, bronchopneu- 
monia, and acute bronchitis. The author’s patients 
with cylindrical bronchiectasis gave a history of only 
winter cough. Other causes of the adult type of 
bronchiectasis are adult measles and epidemic in- 
fluenza. 

The pyrexial attacks occurring in the course of the 
disease are of 2 types. The first is a common one 
which seems to be due to a periodic sensitization ac- 
companied by a catarrhal reaction in the smaller 
bronchioles and, in general, a temporary extension 
of the disease. The second, which is probably a more 
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CHEST WALL AND BREAST 


Bellini, A.: A Contribution to the Study of the 
Bleeding Breast (Contributo allo studio della 
mammella sanguinante). Policlin., Rome, 1935, 
42: sez. chir. 325. 

According to Bellini, chronic hemorrhage from 
the nipple occurring spontaneously or as the result 
of trauma is always due to a morbid condition even 
if it is limited to a few drops. The morbid condition 
is considered by some to be a benign neoplasm such 
as a papillary adenoma or a chronic cystic mastitis, 
but by others is regarded as a precancerous or can- 
cerous lesion calling for immediate surgical inter- 
vention. 

Hemorrhage of the breast occurs much more fre- 
quently in females than in males. In males it is al- 
ways indicative of a malignant tumor. 

Hemorrhage of the breast may be the early sign 
of a neoplasm which is clinically not detectable. The 
time which elapses between its occurrence and the 
appearance of a clinically detectable tumor may 
range from a few months to several years. 

In briefly reviewing the literature the author calls 
attention to the fact that there is considerable dif- 
ference of opinion with regard to the pathogenetic 
interpretation of the bleeding breast and its treat- 
ment, but in the light of more recent studies, the 
causes of the bleeding have been restricted to a 
rather limited number of pathological conditions. 
Chief among the latter are chronic cystic mastitis, 
endocanalicular papillary epithelioma (the ‘“den- 
driticepithelioma” of Kauffmann, the “intracanalicu- 
lar cystepithelioma”’ of others), and carcinoma. 

The endocanalicular epithelioma is to be included 
among the potentially malignant tumors in spite of 
its apparently benign nature. According to several 
investigators, this neoplasm develops slowly and 
becomes finally converted into a true carcinoma. 

The author reports four cases of hemorrhage of the 
breast which came under his observation. In the 
first case the bleeding was due to an endocanalicular 
papilliferous fibro-adenoma; in the second, to an 
endocanalicular epithelioma becoming pericanalicu- 
lar and showing the invasive and infiltrative char- 
acter of a typical precancerous lesion; and in the 
third, to an endocanalicular cystoepithelioma. In 
the fourth case the nature of the lesion remained 
undiagnosed because the patient refused to permit 
biopsy. 

Those who consider hemorrhage of the breast a 
benign condition favor conservative treatment 
whereas those who regard it as a precancerous con- 
dition advise radical mastectomy with removal of 
the greater and lesser pectoral muscles and the 
axillary lymph glands. 


In conclusion the author says that in cases of 
bleeding breast the possibility of an underlying pre- 
cancerous or cancerous lesion should be considered, 
biopsy should be done, and if the lesion appears 
suspicious radical mastectomy should be performed 
and followed by removal of the axillary contents. 

RicHArD E. Soma. 


TRACHEA, LUNGS, AND PLEURA 


Semb, C.: Thoracoplasty with Extrafascial Apicol- 
ysis. Acta chirurg. Scand., 1935, 76: Supp. 37, II. 


The author’s aim has been to develop a method of 
tata yielding effective and selective col- 
apse. 

Poor results after previous methods of thoraco- 
plasty were due to deficient relaxation of the diseased 
part. This was true particularly in cases of cavities 
with a high posterior and medial situation, which is 
by far the most common localization. 

With regard to the mechanical effect of the col- 
lapse desired, artificial pneumothorax without ad- 
hesions was adopted as a model for the thoraco- 
plasty. 

The diseased part—the cavity—should be liber- 
ated in such a way that it can retract concentrically 
from the surface toward the hilum—not only from 
one side to the other, but also from above downward, 
from behind forward, from in front backward, and 
eventually from below upward. In involvement of 
the upper lobe this is achieved by combining thora- 
coplasty with apicolysis or pneumolysis. 

The author endeavors to produce effective and 
selective collapse of the thoracic wall as well as of 
the diseased part of the lung. 

The thoracoplasty is performed with resection of 
the entire first rib and possibly of the second rib 
and of decreasing lengths of the subjacent ribs. The 
scalenus muscles and the upper part of the anterior 
serratus muscle are divided outside the periosteum 
to eliminate their traction and increase the collapse 
from above and from the side. 

To produce collapse from behind forward and 
partly from above, the posterior medial stumps of 
the ribs are resected medially beyond the point of 
the transverse process after exarticulation at the 
costovertebral joint. In addition, the uppermost 
intercostal muscles and the periosteum of the ribs 
are severed posteriorly. 

The apicolysis and pneumolysis have been devel- 
oped with due regard to the anatomical conditions 
over the apex of the lung in tuberculous patients. 
Corresponding to the Zuckerkandl-Sebileau “bands” 
and Truffert’s “‘lames,” permanent drags of con- 
nective tissue have been demonstrated in patients 
subjected to thoracoplasty. These attach the endo- 
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thoracic fascia over the apex of the lung and thereby 
fasten the latter to the neurovascular trunk, the 
spinal column, and the mediastinum. Because of 
peripleurisy, they are frequently fibrous and re- 
sistant and the connection between the endothoracic 
fascia and the parietal pleura is firm and close. The 
periosteum, intercostal vessels, and _ intercostal 
nerves attach the lung to the spinal column in- 
directly. 

The apicolysis is performed extrafascially by dis- 
secting out the drags of connective tissue mentioned 
and also the periosteum, intercostal vessels, and 
intercostal nerves over the apex of the lung and 
severing them after ligation. This apicolysis is 
radical and effective, and associated with only 
slight danger of rupture of the cavity and infection. 

Further downward, posteriorly, a partial pneu- 
molysis may eventually be performed to increase 
the collapse from behind forward. 

This procedure permits concentric retraction of 
the diseased part. The collapse is gradually fixed by 
re-formed connective tissue and regeneration of ribs 
from the periosteum of the upper ribs. 

The operation may be performed in one or several 
stages. 

Of the cases in which the author has performed it, 
complete collapse of the cavity was obtained in 
more than go per cent and freedom from bacilli in 
more than 80 per cent. In the cases in which no 


more than six ribs were resected in one stage, the 
mortality was less than 3 per cent. 


Fletcher, E.: Bronchiectasis. J. Thoracic Surg., 1935, 
4: 460. 

Bronchiectasis must always be a secondary condi- 
tion except in the rare instances of congenital mal- 
formation. The most common type follows repeated 
trauma and infection. The author reviews 100 cases 
of this type, which he calls “‘ general bronchiectasis”’ ; 
g cases due to tuberculosis; 5 cases due to lung ab- 
scess; 2 cases due to primary carcinoma; 1 case each 
due to aneurism, syphilis, monilia, and industrial 
pneumoconiosis; and 4 cases with associated empy- 
ema. 

In the 100 cases of general bronchiectasis the na- 
ture of the condition was proved by the intratracheal 
injection of lipiodol or by autopsy. This proof is 
important because in previous series of cases fibrosis 
of the lung instead of bronchiectasis was assumed. 
Before the use of lipiodol it was impossible to dis- 
tinguish between the two conditions accurately. 

Non-tuberculous lung infection leading to the de- 
velopment of general bronchiectasis is most frequent 
in childhood between the ages of two and five years 
and in adult life between the ages of forty and fifty 
years. General bronchiectasis is slightly more com- 
mon in males than in females. The lesions are dis- 
tributed throughout the lung. Involvement of the 
left lung alone is much more frequent than involve- 
ment of the right lung alone or involvement of both 
lungs. No case of purely apical involvement has 
been observed. Acute attacks may occur at any 
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time of life, but are most common in the third and 
fourth decades. In the total number of cases of gen- 
eral bronchiectasis reviewed the incidence of club- 
bing of the fingers was 35 per cent and in the acute 
cases it was almost twice as high. A history of recur- 
rent attacks was given in 28 cases. Approximately 
one-fourth of the patients had frank hemoptysis. In 
68 per cent of the cases the earliest symptom was 
cough. In 4 per cent there was no cough. One of the 
patients without cough was an adult. Although he 
developed bronchiectasis in childhood following 
whooping cough, he did not receive treatment until 
he was twenty-eight years old. The 3 others were 
children who had recurrent attacks of pyrexia. It 
seems that cough always occurs in adult bronchi- 
ectasis, but may not occur in bronchiectasis in child- 
hood. Expectoration occurred in over two-thirds of 
the cases. In one-half of these the sputum had an 
offensive odor. 

Loss of weight was more common in the cases of 
adults than in those of children. Complicating 
paranasal infection occurred in only 4 per cent of the 
cases. Paranasal conditions are secondary to the 
lung infection and their development has no effect 
on the lung. Arthritis occurred in 3 per cent of the 
cases reviewed. Empyema is possibly an occasional 
complication, but it is difficult to determine whether 
the empyema occurred before the bronchiectasis or 
as the result of it. In a recent article, Fletcher called 
attention to the necessity of reserving the word 
“atelectasis” for congenital conditions, and the word 
“‘detelectasis”’ for collapse of a lobe of the lung such 
as occurs in bronchiectasis. Detelectatic lobes were 
found on the left side in 11 of the cases reviewed and 
on the right side in 9. 

In discussing the early symptoms of bronchiectasis 
of childhood the author states that two-thirds of the 
children whose cases he reviews had suffered from 
cough and one-half had had an attack of measles or 
whooping cough or both. It is evident that cough, 
by itself, is a serious symptom in children, and that 
measles and whooping cough are often the precursors 
of chronic and subacute lung infections. 

The second great group of precursors of bronchi- 
ectasis in children are attacks of a condition gener- 
ally called “acute bronchitis” or ‘‘ bronchial pneu- 
monia”. The others are acute general lung infec- 
tions and hemoptysis. 

The precursors of the adult type of bronchiectasis 
are acute lung infections exclusive of pneumococcal 
lobar pneumonia, such as pleurisy, bronchopneu- 
monia, and acute bronchitis. The author’s patients 
with cylindrical bronchiectasis gave a history of only 
winter cough. Other causes of the adult type of 
bronchiectasis are adult measles and epidemic in- 
fluenza. 

The pyrexial attacks occurring in the course of the 
disease are of 2 types. The first is a common one 
which seems to be due to a periodic sensitization ac- 
companied by a catarrhal reaction in the smaller 
bronchioles and, in general, a temporary extension 
of the disease. The second, which is probably a more 
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formidable infection than the first, is characterized 
by true bronchopneumonia with a high temperature 
(up to 104 degrees F.) with slight remissions. 

On several occasions it has been noticed that, on 
recovery from Type 1, the signs regressed to the 
original field of disease while after Type 2 the final 
site of bronchiectasis was more extensive than pre- 
viously. 

The article includes an outline classification of 
the various types of bronchiectasis and 11 statistical 
tabies analyzing the cases reviewed. 

J. Epwin Krrxpatrick, M.D. 


Ameuille, P., and Lemoine, J. M.: Bronchiectasis 
and Thrombosis of the Bronchial Artery (Bron- 
chiectasie et thrombose de |’artére bronchique). 
Presse méd., Par., 1935, 43: 873. 


The authors advance the theory that the changes 
resulting in bronchiectasis are due to arterial 
thrombi involving the vessels nourishing the bron- 
chial walls and lung tissue. They believe that this 
theory explains the destruction of the musculo- 
cartilaginous walls of the bronchi, the fact that 
bronchiectatic lesions are rarely limited to a short 
segment of bronchus, and the relationship of bron- 
chiectasis to syphilis, tuberculosis, and other in- 
flammatory processes involving the lung. 

In studies of a large number of lungs free from 
bronchiectasis they always found the bronchial 
arteries patent. They state that while it is of course 
difficult to prove that bronchiectasis cannot arise 
without thrombosis of the vessels, they have never 
observed a case in which this occurred. Because of 
technical difficulties, due chiefly to the small size 
of the vessels, they have thus far been unable to 
produce the condition experimentally. 

The article includes photomicrographs showing 
thrombi in the vessels of the bronchial walls. 

Marsa W. Poote, M.D. 


Browder, J., and DeVeer, J. A.: The Varied Patho- 
logical Basis for the Symptomatology Pro- 
duced by Tumors in the Region of the Pul- 
monary Apex and Upper Mediastinum. Am 
J. Cancer, 1935, 24: 507. 

In recent years there have appeared in. medical 
literature discussions of a clinical syndrome charac- 
terized essentially by the Horner syndrome, pain in 
the shoulder and upper extremity, and roentgen 
evidence of a tumor in the pulmonary apex of the 
corresponding side. 

The authors report five cases and cite others from 
the literature which indicate that the symptoms 
depend upon implication of portions of the brachial 
plexus or some of its component spinal nerves, the 
cervical sympathetic trunk, and the great vessels in 
the involved area. 

They believe that the syndrome cannot be con- 
sidered either a clinical or a pathological entity; that 
it is merely the manifestation of the presence of a 
malignant tumor in a rather restricted anatomical 
area. GeorcE A. CoLtett, M.D. 
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Derscheid, G., and Toussaint, P.: Pleural Inflam- 
mations. A Photographic and Photomicro- 
graphic Study (Les inflammations pleurales. Con- 
tribution photo- et micro-photographique). Presse 
méd., Par., 1933, 43: 1069. 


The authors discuss inflammations of the pleura 
especially from the cellular aspect. They recognize 
two principal phases. The first phase is the exuda- 
tive phase, which is characterized by the presence of 
blood, serum, fibrin, pus, and various toxins from 
micro-organisms and degenerated cells. The second 
phase is the constructive phase, which is character- 
ized by the mobilization of inflammatory cells in 
sheets and perivascular tubes. The relation of these 
two phases to the formation of granulation tissue 
and fibrous tissue is discussed and the reaction seen 
in tuberculosis is described in detail. 

The chief feature of the report is the illustrations. 
The pleura was photographed endoscopically and 
photomicrographs of biopsy specimens from the 
same region were made. After describing the normal 
pleura, the authors compare the gross and micro- 
scopic findings in various types of pleural inflam- 
mation. They describe three pathological types of 
pleura—the granular, the fibrous, and the fibrinous. 
In the fibrous type are included vegetative, ulcera- 
tive, vesicular, and degenerative lesions. Tuber- 
culous lesions are apparently found frequently and 
usually do not cause serious postoperative complica- 
tions. Parenchymatous inclusions are relatively 
rare and do not necessarily result in bronchopleural 
fistulas. This fact is probably explained by re- 
traction of the lung with closure of the opening. The 
frequent absence of large bloody effusions following 
the resection of pleural adhesions is believed by the 
authors to be accounted for by an obliterating type 
of lesion in the blood vessels of such adhesions which 
they describe. NatHan A. Womack, M.D. 


Troisier, J., Bariéty, M., and Brocard, H.: Sudden 
Death in the Course of Serofibrinous Pleurisy 
(La morte subite au cours de la pleurésie séro- 
fibrineuse). Presse méd., Par., 1935, 43: 1019. 


The authors discuss sudden death in serofibrinous 
pleurisy particularly with reference to its patho- 
genesis and make a distinction between death from 
progressive asphyxia due to a very large effusion 
and sudden death from an unknown cause occurring 
in cases of moderate effusion. They report the case 
of a man thirty-six years old who entered the hospital 
suffering from serofibrinous pleurisy on the right 
side which was associated with moderate effusion 
extending only to about the lower angle of the 
scapula. The cell count showed that the effusion 
was of recent origin. The tuberculin reaction was 
positive. There was nothing to indicate that the 
condition was particularly serious. During the next 
few days it remained practically unchanged. While 
the effusion increased somewhat, it never reached 
the spine of the scapula. The dyspnea was well 
tolerated, and the patient complained only of a 
moderate cough. However, during the night he 
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awoke at about 4 o’clock with an attack of severe 
dyspnea and died in a few minutes. 

At autopsy, nothing to explain the sudden death 
was found in the lungs, circulatory system, or kid- 
neys, but on examination of the brain a marked 
difference in the color of the right and left halves of 
the floor of the fourth ventricle was observed. The 
right half was of normal color, whereas the left half 
was lilac-colored and a transverse section of the 
medulla on the left side was of a mauve color. Mi- 
croscopic examination of the medulla not far from 
the olive disclosed lesions of two types. The first was 
a typical white thrombus causing extreme disten- 
tion of a vessel by a mass of leucocytes made up 
about equally of polymorphonuclears and mono- 
nuclears. The endothelium was almost intact al- 
though some of the nuclei appeared swollen, indi- 
cating an inflammatory reaction. The other lesion 
was an extravascular hemorrhagic effusion. There 
were no visible lesions in the wall of the vessel. The 
effusion was undoubtedly secondary to the throm- 
bosis. The sudden death was apparently due to the 
thrombus in the medulla. As there was no evidence 
of embolism, this must have been a local thrombosis 
from previous inflammation of the vessel. The 
cause of the latter could not be determined. No 
bacteria could be found in the region of the vascular 
lesions. AupREY Goss Morcay, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Lanzillo, F.: The Surgical Anatomy of the Thoracic 
Esophagus (Anatomia chirurgica dell’esofago 
toracico). Riv. di chir., 1935, 1: 100. 


The author reviews the anatomy of the esophagus 
on the basis of dissections and roentgenograms of the 
esophagus in the cadaver. The roentgenograms 
were taken after the esophagus had been tied at its 
upper and lower extremity and distended with 
barium. He discusses some new observations? con- 
cerning the points of constriction, relationship, and 
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mobility of the mediastinal esophagus, and reviews 
and shows by illustrations the numerous methods of 
surgical approach to the esophagus. 

Peter A. Rost, M.D. 


MISCELLANEOUS 


‘ Lillie, O. R., and Fox, G. W.: Traumatic Intra- 


thoracic Rupture of the Thoracic Duct with 
Chylothorax. Ann. Surg., 1935, 101: 1367. 


Traumatic chylothorax is rare, only forty-five 
cases having been reported. To these the authors 
add a case of their own. 

The striking clinical features of the condition are: 
(1) the latent period before the onset of the symp- 
toms; (2) the rapid re-accumulation of the fluid 
within the chest after aspiration; and (3) the gradual 
progressive emaciation which frequently ends in 
death. 

The chylous fiuid has a specific gravity of over 
1.012. It resists putrefaction, and does not coagulate. 
When it stands, a ‘‘cream” layer forms. It contains 
many fat globules. 

The authors’ patient was a man forty-five years 
old who fell a distance of 20 ft. from a scaffold, land- 
ing on his back and fracturing two vertebre. After 
loss of consciousness for four hours, his condition 
improved satisfactorily until the fifth day when, 
rather suddenly, he went into severe shock and a 
large amount of fluid appeared in the right pleural 
cavity. 

By aspiration, 450 c.cm. of bloody fluid was ob- 
tained and the symptoms were promptly relieved. 
This cycle of sudden appearance of symptoms, 
aspiration, and prompt relief was repeated every 
day or every other day for about five weeks. As 
much as 4% liters of chylous fluid were withdrawn 
at one time. After the patient was put on an entirely 
fat-free diet the accumulation finally ceased and 
complete recovery resulted. 

J. DANtTEL WILLEMs, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Cupei: The Importance of the Transversalis 
Fascia in the Development of Inguinal Hernia 
(Die Bedeutung der Fascia transversalis fuer die 
Entstehung der Leistenhernia). Monatsschr. f. 
Unfallheilk., 1935, 42: 122. 


After describing the anatomical relations of the 
transversalis fascia in detail, the author calls at- 
tention to the importance of the transversalis fascia 
in the development of congenital inguinal hernia and 
hydrocele. He is of the opinion that these conditions 
are due to weakness of the elastic elements of the 
fascia. He states that incomplete obliteration of the 
vaginal process, which is still present in a certain 
percentage of adults, may not lead to hernia if the 
transversalis fascia at the abdominal ring is suf- 
ficiently strong to resist the intra-abdominal pres- 
sure. It is only a contributory or predisposing cause 
of hernia. The enormous increase in the intra- 
abdominal pressure during labor practically never 
leads to hernia formation. Hernia is equally in- 
frequent in whooping cough. A normally developed 
and intact transversalis fascia withstands every 
type of intra-abdominal pressure. Increased func- 
tional demands cause, not weakening, but a com- 
pensatory strengthening of the elastic elements. A 


single trauma may be regarded as the cause of an 
inguinal hernia only when the fascia is torn or 
injured. A hernia which appears suddenly after 
severe exertion without injury to the fascia is due 
to the entrance of abdominal viscera into the open 
vaginal process through a wide abdominal ring. 
The tendency toward herniation was present previ- 


ously. All that was lacking to render the hernia 
manifest was the determining factor. The actual 
cause of the hernia was a congenital weakness of the 
transversalis fascia. 

In indirect hernia there is a weakness of the fibers 
of the ligamentum interfoveolare on the internal 
aspect of the inguinal canal. In direct hernia the 
fascia forming the posterior wall of the inguinal canal 
is weak while the fibers of the inner inguinal ring are 
strong enough to prevent the exit of peritoneum or 
abdominal viscera under the influence of an in- 
increase in the abdominal pressure. 

Frequent small traumas cannot induce hernia so 
long as the transversalis fascia is normal and elastic. 
Occupational demands do not notably favor hernia 
formation. With increased functional activity the 
elastic elements of the fascia, like muscle fibers, are 
increased and strengthened. However, if the func- 
tional demands are greater than the capacity of the 
tissues a tear results in the fascial structures. 

All factors which injure the elastic fibers of the 
transversalis fascia tend to favor hernia formation 


as the transversalis fascia alone forms the posterior 
wall of the inguinal canal and the internal abdominal] 
ring. (L. Duscut). Jacos E. Kern, M.D. 


Bratrud, A. F.: The Ambulant Treatment of 
Hernia. Minnesota Med., 1935, 18: 441. 


From his experience with the injection treatment 
of hernia in the last three years, Bratrud concludes 
that this treatment may be used and the hernia held 
reduced by a properly fitting truss in any case of 
inguinal hernia provided there are no surgical contra 
indications. He has employed the method also in 
cases of epigastric, femoral, and umbilical hernia. 
In giving detailed instructions for the proper fitting 
and application of the truss, he emphasizes the im- 
portance of the patient’s co-operation. After dis- 
cussing several objections to the treatment and a 
number of possible complications he cites the ad- 
vantages of the method. He gives the formule for 
the solutions he has used to date with detailed in- 
structions as to the amounts to be injected at each 
treatment, the type of syringe to be employed, the 
location of the injection site, and the instructions to 
be given the patient. 

The article contains illustrations showing the loca- 
tion of the internal inguinal ring, the injection of the 
internal inguinal ring, the various points for the in- 
jections along the inguinal canal, pathological 
changes due to a direct hernia, the technique for the 
injection of Hesselbach’s triangle, and the method 
of injecting umbilical hernias. 

In conclusion Bratrud says that the injection 
treatment is a safe and effective method of correcting 
certain types of hernia if a proper technique is used. 
Knowledge of the fitting of trusses is absolutely 
essential. He states that the complications he 
enumerates have not been observed by him in 
clinical cases. He has treated 406 hernias in 387 
patients. These included hernias of the indirect 
inguinal, direct inguinal, femoral, and epigastric 
types. The incidence of recurrence has been slightly 
less than 4 per cent. Emit C. RositsHek, M.D. 


GASTRO-INTESTINAL TRACT 


MacCready, P. B.: Cardiospasm: A Report of Two 
Cases, with Postmortem Observations. Arc/ 
Otolaryngol., 1935, 21: 633. 


The term “‘cardiospasm” was first used by Miku- 
licz in 1882 in describing obstructions which he con- 
sidered due to a simple spasm at the cardiac orifice 
of the stomach. Today the term is employed to 
designate a spasm"of the lower end of the esophagus 
involving, not the%cardiac*opening, but the cardia: 
sphincter. Opinions differ as to the cause of the 
spasm. 


38 
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In the first case reported by the author the typical 
clinical picture of cardiospasm was presented and 
the diagnosis was confirmed by fluoroscopic and 
esophagoscopic examinations and by operation. 
The condition was fatal. Autopsy disclosed a tre- 
mendous increase in the size of the circular smooth 
muscle of the lower two-thirds of the esophagus 
with no increase in the size of the longitudinal muscle 
fibers. There was also an extensive and diffuse 
chronic inflammatory reaction involving all coats 
but especially the submucosa. In the cardia there 
was no evidence of hypertrophy of the muscle 
fibers and the infection was much less evident. 

In the second case, in which death resulted from 
trauma in esophagoscopy, the condition was of much 
longer duration. Autopsy revealed pronounced leu- 
koplakia of the mucosa with ulceration of the mucous 
membrane. The hypertrophy was less marked be- 
cause of extensive fibrotic changes in the muscular 
fibers. 

The findings in both of these cases indicated that 
the cause of the cardiospasm was a chronic inflam- 
matory reaction in the terminal portion of the 
esophagus, but a neurogenic origin could not be 
ruled out definitely. Joun W. Nuzvum, M.D. 


Westermann, J. J.: The Surgical Aspects of Bleed- 
ing Gastric and Duodenal Ulcer. 


1935, 101: 1377. 

During the past ten years fifty cases of gastro- 
duodenal ulcer complicated by hemorrhage were 
treated at St. Luke’s Hospital, New York City. 

Of the ten cases of gastric ulcer, nine were cases 
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of penetrating ulcer of the lesser curvature. In 
eight of the latter the hemorrhage was slow and 
continuous and resulted in severe anemia. Three 
of the nine patients with penetrating ulcer of the 
lesser curvature were treated medically. Of these, 
two died in the hospital and one was discharged 
improved. The remaining six patients were treated 
surgically—four by the posterior Polya operation 
and two by posterior gastro-enterostomy with exci- 
sion of the ulcer. The Polya operation was followed 
by one postoperative death. The patients subjected 
to posterior gastro-enterostomy with excision of the 
ulcer are both well at the present time and have 
had no further bleeding. 

Of the forty patients with a duodenal ulcer, 
fourteen were not operated upon. Three of the 
fourteen are excluded from consideration because 
surgical intervention could not be considered in 
their treatment. The remaining eleven were treated 
medically and received one or more transfusions. 
Seven had one or more recurrences of hemorrhage 
and eight are dead. 


In the cases of the twenty-six other patients with , 


duodenal ulcer forty-two operations were performed. 
Posterior gastro-enterostomy alone, which was done 
seventeen times, was followed by recurrence of the 
hemorrhage in every case. The posterior Polya 
operation was done four times with one immediate 
death, Operation was followed by recurrent 
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hemorrhage in twenty-four cases, and death occurred 
as a direct result of the operation or postoperative 
hemorrhage in 13 (32.5 per cent). 

The author believes that such unsatisfactory 
results may be avoided if the site of the hemorrhage 
is controlled by direct surgical attack. He states 
that the operation must be one which will deflect 
the food stream entirely and permanently away 
from the duodenum. Indirect surgical treatment 
has proved unsatisfactory. The operation of choice 
is resection of the Polya type including the ulcer- 
bearing area whenever possible. When the risk is 
considerable, resection for exclusion may be carried 
out with little or no more risk than gastro-enteros- 
tomy. SAMUEL J. FocEtson, M.D. 


Fuss, H., and Leyrs, L.: Contributions on the 
Problem of Intestinal Invagination (Beitraege 
zur Frage der Invagination des Darmes). Beitr. 
z. klin. Chir., 1935, 161: 117. 

Among the cases of intestinal conditions treated 
in the Surgical Clinic of the University of Bonn 
during the period from 1911 to 1933 there were 
thirty-five cases of intussusception, an average of 
one and six-tenths cases a year. Since 1923 the 
number of such cases has increased. The increase is 
explained by the opening in 1923 of a children’s 
clinic in which seventeen cases came to operation, 
and by wider recognition by physicians of the 
importance of early operation. 

Seventy-four and three-tenths per cent of the 
patients whose cases are reviewed were males and 
62.9 per cent were in the first or second year of life. 
In the infants the condition was most frequent at 
about the middle of the first year and no anatomical 
cause for the intussusception could be found. In 
cases in which the invagination occurred after the 
second decade of life, polyps, connective tissue 
bands, and Meckel’s diverticulum were discovered. 
In 2 cases the exciting cause was trauma due to 
heavy lifting. In fourteen of nineteen infants and 
five of nine adults the invagination occurred at the 
junction of the small bowel with the cecum. In 
eighteen of the nineteen cases of invagination in 
infants vomiting occurred and the feces contained 
blood, and in ten of these eighteen cases there was a 
palpable tumor. Palpation was often made difficult 
by the prognostically unfavorable meteorism. 

In the cases of the nine patients in the second 
decade of life or older it frequently led to an incor- 
rect diagnosis. The most common erroneous diag- 
noses were stenosis of the bowel, ileocecal tumor, 
and ileus. 

Since the work of Anschuetz the conservative 
treatment recommended by Danish surgeons has 
been abandoned and early operation has been per- 
formed. In all of the nineteen cases of invagination 
in infants operation was performed immediately. 
The earlier the operation the lower the mortality. 
The dividing line between safety and danger is 
about the twenty-fourth hour. In the cases of in- 
fants a chance for a successful result is offered as a 
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rule only by disinvagination. Resection is prac- 
tically never successful. Anschuetz reported three 
deaths in seventeen cases in which disinvagination 
was done and eight deaths in nine cases treated by 
resection. After the twenty-fourth hour disinvagina- 
tion is rarely possible and the chance for a successful 
result decreases rapidly. 

In cases in which the condition occurs after the 
second decade of life the prognosis is considerably 
more favorable even when operation is performed 
late, the mortality being only 33.4 per cent. This is 
probably explained by the usually more chronic 
course of the condition at this age and the fact that 
older children and adults tolerate resection much 
better than young children. 

(W. Ponte). Leo A. JuHNKE, M.D. 


Gold, E., and Stritzko, O.: The Radical Operation 
for Carcinoma of the Rectum on the Basis of 
Clinical Material of the Last Ten Years (Die 
radikale Operation des Rectumcarcinoms an Hand 
des klinischen Materials der letzten 10 Jahren). 
Arch. f. klin. Chir., 1935, 182: 31. 


This is a report on 117 operations for carcinoma 
of the rectum performed at the Ranzi Clinic in 
Vienna. Ninety were sacral operations; 17, com- 
bined operations; 4, intra-abdominal resections; and 
6, atypical operations such as local excisions. The 
total mortality was 23.9 per cent, and the mortality 
of the sacral operations, 16.6 per cent. Death follow- 
ing a sacral operation was due in 1 case to thrombo- 
phlebitis with embolism; in 2 cases to circulatory in- 
sufficiency; in 3 cases to pneumonia; in 6 cases to 
progressive infection of the sacral wound; in 1 case 
to peritonitis following injury to the urethra and a 
urinary phlegmon; in 1 case to peritonitis resulting 
from gangrene; and in 1 case to a rising spinal 
anesthesia. Half of the patients subjected to an 
apparently radical operation developed a recur- 
rence. The fact that most of the recurrences ap- 
peared in the sacral stump and the glands suggests 
that the majority were due to incompleteness of 
the operative procedure. The authors therefore re- 
gard all operations which do not open the cul-de-sac 
of Douglas as not radical. 

In performing the sacral operation they now fol- 
low the technique of Goetze. Especially dangerous 
are operations begun by the sacral method which 
must be concluded by another method which necessi- 
tates moving the patient several times. Such inter- 
ventions have a high mortality. In the cases re- 
viewed, combined operations had a mortality of 58 
per cent. The cause of death was peritonitis in 6 
cases, urinary phlegmons in 1 case, embolism and 
circulatory failure in 1 case, and pneumonia in 2 
cases. In 3 cases autopsy disclosed metastases in 
the liver which had escaped the notice of the sur- 
geon in spite of careful exploration when the ab- 
domen was opened. 

The authors reserve combined operations for 
cases in which the tumor is situated very high, i.e., 
is largely or entirely intraperitoneal. The end- 


results of the combined operations in the reviewed 
cases are not reported. 
(A. W. FiscHER). CLAupDE F. Drxon, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Mooney, A.C.: Cholecystography. Brit. J. Radiol, 
1935, 8: 403. 

Cholecystography is reviewed with regard to the 
rationale of its use, the technique, and its value as 
an aid in the clinical diagnosis of gall-bladder dis- 
ease. Visualization in the living subject has widened 
earlier conceptions of the anatomy of the gall- 
bladder and permitted the demonstration of con- 
siderable variation in the position, mobility, shape, 
and size of the organ. It has advanced our knowl- 
edge of its physiology by permitting the study of 
absorption phenomena, motility, and evacuation, 
and the effects of physiological factors, drugs, and 
foods on evacuation. It makes possible the demon- 
stration of pathological processes resulting in dis- 
turbances of function and other changes, and re- 
veals gall stones which escape detection in plain 
films because of non-opacity. 

The author discusses various pathological con- 
ditions of the gall bladder and the cholecystographic 
findings associated with each. He calls attention to 
the relationship of hypotonic and hypertonic con- 
ditions of the duodenum and lesions of the cecum and 
appendix to abnormal findings in cholecystograms. 
Extraneous causes such as impairment of liver func- 
tion, achlorhydria, delay in the emptying of the 
stomach, external pressure, and vomiting after the 
ingestion of the dye, which may result in loss of con- 
centration, are discussed briefly. 

The preparation of the patient and the making of 
the roentgenograms are described in detail. The 
importance of examination of the gastro-intestinal 
tract with an opaque meal is emphasized. 

The interpretation of the cholecystograms is dis- 
cussed with regard to complete absence of concen- 
tration, normal concentration with normal motility, 
deformity and diminished size of the gall bladder, 
normal concentration with diminished motility, faint 
shadows, and cholelithiasis. The differential diagno- 
sis and errors in diagnosis are considered in relation 
to simulation of the bladder shadow, gas shadows, 
calcified costal cartilages, renal calculi, calcareous 
glands, duct calcifications, adenoma, papilloma, and 
carcinoma. 

In conclusion the author states that for reliable 
results the examination must be made with great 
care and the findings correlated with those of other 
clinical procedures. ApotpH _Hartune, M.D. 


“Moratti, A.: Lymphatic Stasis in the Genesis of 


Lipoidosis of the Gall Bladder (La stasi linfatica 
nella genesi della lipoidosi colecistica). Clin. chir., 


1935, II: 357- 
The author reports two series of experiments on 
animals in which he demonstrated: (1) the absorp- 





—“—s on ere =~ oh — ae 


so a 


SURGERY OF THE ABDOMEN 


tion of thorium from the gall bladder and the dis- 
tribution of the lymphatics of the gall bladder and 
liver, and (2) the development of cholesterosis of 
the gall bladder following lymphatic stasis. 

In the first series of experiments he introduced a 
solution of Chinese ink and thorium into the gall 
bladder and after varying periods sacrificed the 
animals and studied the gall bladder and liver 
roentgenologically and histologically. No evidence 
of absorption of the ink was found. On the other 
hand the thorium salt was absorbed and granules of 
thorium were found in the lymphatic spaces and 
vessels of the gall-bladder wall and in the Kupffer 
cells of the liver. In the subserosa and submucosa 
the throium granules outlined two well-developed 
lymphatic networks which were connected by 
lymphatic vessels across the muscular layer. 

In the second series of experiments lymphatic 
stasis of the gall bladder was produced by dissecting 
the organ free from the liver and cutting the lym- 
phatic trunks around the cystic duct. One week 
after the production of the stasis extensive desqua- 
mation of the epithelium, infiltration of the wall 
with blood or leucocytes, and a marked dilatation 
of the lymphatics, especially in the subserosa, were 
observed. The sudanophile granules were de- 
creased in number in the epithelium, but appeared 
to be increased in the lymphatic reticulum of the 
subserosa and submucosa. The granules were found 
either free in the lumen or in the endothelial cells. 

During the third week a regeneration of the epi- 
thelium, a development of villi, an accumulation of 
fat in the epithelium, and an increase in the fat 
granules in the subserosa and submucosa were found. 

In the fourth week, macroscopic examination dis- 
closed yellowish granules in the mucosa of the gall 
bladder and histological examination showed the 
epithelium to be covered with numerous elongated 
villi. There were no signs of inflammatory infiltra- 
tion. The fat granules were scarce in the epithelium 
but abundant in the subserosa and submucosa of the 
newly formed villi. The fat was found either in large 
accumulations free in the lymphatic vessels or 
phagocytized in the endothelial cells. 

Examination three or four months after the sur- 
gical procedure showed a grossly and microscopically 
normal gall bladder with adhesions to the under- 
surface of the liver. This demonstrates the re- 
versibility of cholesterosis of the gall bladder after 
re-establishment of the lymphatic drainage of that 
organ secondary to the formation of postoperative 
adhesions between the gall bladder and liver bed. 

PETER A. Rost, M.D. 


Aynesworth, K. H.: Stricture of the Common Bile 
Duct. Am. J. Surg., 1935, 28: 562. 


A woman forty-nine years of age was operated 
upon June 7, 1915, because of gall-bladder disease 
which she had had for twenty years. Her condition 
being critical, only cholecystostomy was done. Soon 
after she left the hospital the symptoms recurred, 
and on August 25, the gall bladder was removed. 
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She then got along well until June, 1932, when she 
developed symptoms of obstruction of the common 
duct. At operation, the bile ducts were found to be 
a fibrous mass. At the junction of the cystic and 
common ducts there was a stricture which closed 
the duct almost completely. Excision of the stric- 
ture followed by end-to-end anastomosis was done. 

The patient then got along very well for two 
weeks, but at the end of that time the symptoms 
recurred. At operation on July 19, 1932, the entire 
common duct was found to be a fibrous cord. Fol- 
lowing its excision the part left at the junction with 
the hepatic duct measured about % in. in length 
and the duodenal end was so short that it could 
hardly be recognized as the duct. A rubber catheter 
was split at one end about ¥% in., one-half was in- 
serted into each hepatic duct, and the small segment 
of the common duct remaining tied around it. The 
catheter was laid in the channel of the common duct 
and its other end passed into the duodenum for 
about 1 in. A soft rubber drain was placed down to 
the gall-bladder region, but not to the rubber tube. 

The patient had a rather stormy convalescence 
for a few days, but thereafter did well. The drain 
was removed at the end of the second week and the 
wound healed. After about three weeks a fistula 
developed at the upper end of the abdominal 
wound, this discharged bile-tinged fluid for about 
two weeks and then closed. Subsequent roentgen 
studies showed that the rubber tube had been 
passed. The patient’s condition has remained satis- 
factory. 

In discussing this case the author states that the 
procedure followed seemed to be the only procedure 
feasible although it might have been possible to 
allow the formation of an external fistula and then 
use the fistulous tract for anastomosis with the 
duodenum or stomach. 

In comparing reconstruction of the common’ duct 
with reconstruction of the urethra he states that the 
danger of stricture is less in the common duct than 
in the urethra. This is probably explained by the 
absence of muscle in the fibrous layers around the 
common duct and the fact that this duct is not sur- 
rounded by spongy tissue which produces fibrous 
tissue in healing. 

In conclusion Aynsworth discusses various meth- 
ods of reconstructing the common duct. He states 
that in most of the cases reported the defect to be 
repaired was small, whereas in his case the distance 
between the hepatic end of the duct and the duo-. 
denum was more than 2 in. and any approximation 
of the ends of the severed duct was prevented by 
fibrous tissue. ALTON OcHsNER, M.D. 


Allen, A. W., and Wallace, R. H.: The Technique 
of Operation on the Common Bile Duct. Am. 
J. Surg., 1935, 28: 533. 


Primary surgery on the common duct is now an 
essential part of the treatment of gall-bladder 
disease rather than a secondary operation. Lahey 
reports that in his clinic the incidence of primary 
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choledochostomy increased from 15.5 per cent in 
1926 to 42.5 per cent in 1931. 

Such procedures as dilatation of the papilla of 
Vater and duct by special duct catheters (Cheever, 
Bakes) and irrigation of the duct into the duodenum 
(McArthur, Matas) have been advocated as supple- 
ments to common duct surgery, but have not been 
practiced routinely. 

Bakes recommends gradual dilatation of the 
papilla to the size of its common duct after incision 
into the duct. He believes that this will improve the 
drainage of bile into the duodenum and allow the 
escape of any stone overlooked during the operation. 
He has devised for the purpose olive-tipped bougies 
ranging from 3 to 14 mm. in diameter. He states 
that such slow dilatation causes no formation of scar 
tissue. 

The authors’ technique is as follows. 

A right long paramedian incision is made, the 
rectus muscle retracted laterally, and the peri- 
toneum opened. All adhesions are freed. The 
pancreas is carefully examined to exclude malig- 
nancy. The gall bladder is decompressed by suction, 
and after visualization of the biliary ducts the gall 
bladder is removed in the usual manner. Following 
decompression of the common duct by aspiration 
with a hypodermic syringe, the duodenum is freed 
for further exposure of the duct. The supraduodenal 
partion of the duct is incised in a longitudinal direc- 
tion and 2 guy sutures are placed in each edge. The 
surgeon then goes to the left side of the patient and 
inserts the fingers of the left hand under the duct 
and the thumb above it. This enables him to milk 


out and remove any stones under direct vision. A 
probe is passed through the incision into the duode- 
num and followed by the Bakes dilators until 
sufficient dilatation of the papilla is obtained. If 
the probe cannot enter the duodenum, the latter is 
opened longitudinally and retrograde dilatation is 


done. The duodenum is closed transversely. The 
dilatation is done slowly and gently to the widest 
diameter of the duct. During the entire procedure, 
the suction tip lies in contact with the operative 
field, aspirating oozing bile and any fine débris that 
may be spilled. A No. ro soft rubber catheter is 
sewed into the lower angle of the wound with No. oo 
chromic catgut on an atraumatic needle and the 
incision closed about the tube. After peritonealiza- 
tion of all raw surfaces a gauze wick is placed in the 
subhepatic fossa. The gauze wick and the catheter 
. are brought out through a stab incision made under 
the lower border of the twelfth rib. The abdomen is 
closed in the usual manner. The catheter and wick 
are removed on the tenth postoperative day. The 
authors emphasize that the gauze wick is placed in 
the subhepatic fossa and no drains are placed in 
contact with the gall bladder bed, ducts, or duode- 
num. 

Surgeons employing this technique report that 
their patients have a smoother postoperative con- 
valescence with less vomiting, and that the incidence 
of duodenal irritation, infection, and incisional 
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hernia is low. Probably the most important factor is 
the routine dilatation of the papilla. 

The authors next discuss the indications for 
exploration of the common duct. These are: 

1. Recurrence of symptoms following a chole- 
cystectomy or choledochostomy. Patents who re- 
turn with the same symptoms after a gall-bladder 
operation usually have some abnormality of the 
common duct. In many cases the authors have found 
a duct dilated by a stone and constriction of the 
papilla. The symptoms may be relieved by the 
technique described. 

2. Jaundice of an obstructive type. Patients who 
show a progressively increasing or a stationary 
jaundice of an obstructive type should be subjected 
to duct exploration with dilatation of the papilla 
after the usual pre-operative preparation. 

3. A history of chills and fever following biliary 
colic. In cases with these symptoms there is usually 
an inflammation of the duct system with the gall 
bladder acting as a focus of infection. For such cases 
cholecystectomy and primary choledochostomy by 
the described technique rather than cholecystostomy 
is recommended. 

4. A history of very frequent attacks of biliary 
colic. 

5. The presence of small stones or sand in the 
gall bladder. 

6. Contracted gall bladder. 

7. Thickening in the head of the pancreas. 

8. Cholangeitis. 

9. Impairment of liver function due to mechanical! 
interference with bile drainage into the intestine. 

Of 901 operations performed for diseases of the 
gall bladder and its ducts in the period from January 
I, 1931, to November 1, 1934, 138 were cholecys- 
tectomies with primary choledochostomy and dilata- 
tion of the papilla. In the cases in which these 
operations were performed there were only 4 post- 
operative deaths. In 113 cases in which cholecys- 
tectomy was done with exploration of the common 
duct but without dilatation of the papilla there 
were 8 deaths. Of the entire series of cases, explora- 
tion of the common duct was done in 269 (30 per 
cent) and, of the latter, stones were found in tke 
duct in 40 per cent. 

The possible complications that may occur after 
dilatation of the papilla are duodenal reflux and 
acute pancreatitis due to dilatation or injury of the 
transduodenal portion of the duct. Duodenal 
reflux or backflow of the duodenal contents into 
the common duct did not occur in the cases reviewed, 
but has been reported by other surgeons. Acute 
pancreatitis developed in 1 case. This may occur in 
any large series of cases and should not condemn 
the procedure. 

The question as to whether the common duct 
should be drained by a catheter or closed imme- 
diately is important. Bakes advocated closure of 
the duct because of the hydraulic action of a closed 
system. However, he noted considerable bile 
drainage from the suture line in a large number of 
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his cases. The authors believe that the dangers of 
biliary peritonitis are too great to permit absolute 
closure without drainage. 

BENJAMIN G. P. SHartrorr, M.D. 


McCaughan, J. M.: Subtotal Pancreatectomy for 
Hyperinsulinism. Ann. Surg., 1935, 101: 1336. 

Since the year 1927, when the first case of hyper- 
insulinism to be explored surgically was reported by 
Wilder, operation has been performed in about 
twenty-six cases of this condition. In fourteen, no 
tumor of the pancreas could be found, and in the 
majority of these greater or lesser amounts of pan- 
creatic tissue were resected. The greatest amount 
removed was 60 gm., and the smallest amount, 5 gm. 

While it is yet too early to predict the ultimate 
value of pancreatic surgery in the more severe cases 
of hyperinsulinism, the frequency of operative treat- 
ment in this condition is increasing and there is need 
for further clarification of the technical problems in- 
volved in resection of the pancreas. 

The author relates his experience and describes 
his technique. He prefers ether anesthesia because 
of its reputed effect in sustaining and even elevating 
the level of the blood sugar. 

An upper left rectus incision is made, the pancreas 
is approached through the gastrocolic omentum, 
and the peritoneal investment along the lower bor- 
der of the organ is incised. The tail of the pancreas 
is then grasped and withdrawn slightly forward and 
downward. A temporary tape ligature is placed 
about the splenic artery and vein and these vessels 
are lifted and tied. Special care is taken in ligating 
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the pancreatica magna which enters the distal 
portion of the body and should be secured early in 
the dissection. 

The dissection is continued until the region of the 
junction of the body with the head is reached. Re- 
section of as much of the gland as seems indicated 
by the severity of the case is then done. While there 
are as yet no conclusive data correlating the severity 
of the symptoms with the degree of relief obtained 
following the resection of varying amounts of the 
gland, it has been stated that as much as 90 per 
cent of the pancreas may be removed without pro- 
ducing permanent glycosuria. 

The pancreas is divided by a V type of incision 
and the stump closed with a mattress suture or 
running lockstitch. A drain is inserted as its omis- 
sion will always cause trouble. 

The postoperative treatment is similar to that 
indicated after any other laparotomy case except 
that the blood sugar must be maintained at normal 
levels by the administration of carbohydrates. The 
management of the pancreatic fistulae which have 
occurred in a large number of cases reported should 
present no particular difficulty provided infection is 
absent. Pancreatic juice as it comes from the gland 
is not proteolytic to any degree and should cause no 
digestion about the wound. 

It is of interest that, so far, no fatalities attrib- 
utable to the operation itself have been reported. 
This is particularly encouraging because for many 
years the pancreas has been considered an organ 
beyond the scope of ordinary surgical attack. 

Howarp A. McKnicat, M.D. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Robinson, M. R.: The Surgical Treatment of 
Ovarian Dysfunctions. Am. J. Obst. & Gynec., 
1935, 30: 18. 


Seven cases of ovarian dysfunction were studied 
by the author clinically and pathologically to de- 
termine whether such functional disturbances have 
an organic basis. 

It was found that structure and function are 
closely related; that the morphological alterations 
are almost imperceptible in the early phases of the 
dysfunction but become more definite and perma- 
nent with persistence of the dysfunction; and that 
the correlation between the physiological and mor- 
phological changes is most marked in the terminal 
phases of the dysfunction. 

The author states that an ovarian dysfunction 
may be considered to have reached the end of its 
evolution and to have become a fixed pathological 
state when all manifestations of an attempt to return 
to cyclical functioning have disappeared. 

As long as cyclical phenomena are observed in a 
case of ovarian dysfunction, non-surgical treatment 
may be given, but when all evidences of rhythmic 
functioning have disappeared, bimanual palpation 
reveals a distinct enlargement of one or both ovaries, 
and a fair trial of palliative measures has failed, 
partial ovarian resection is justified. 

Epwarp LyMan CorneELL, M.D. 


Crousse, R., and Dupont, A.: Ovarian Metastases of 
Epitheliomas of the Digestive Tract; Kru- 
kenberg Tumors. (Les métastases ovariennes des 
épithéliomas digestifs; tumeurs de Krukenberg). 
Bruxelles méd., 1935, 15: 902, 931. 


Crousse and Dupont present a tabulation of 32 
cases of Krukenberg tumor, nine of which were their 
own, and report three of their own cases in detail. 

They state that Krukenberg tumors are usually 
bilateral. As a rule the tumor on the right side is 
larger than the tumor on the left. The neoplasms are 
usually of an elastic consistency and frequently show 
cystic areas. They are surrounded by a capsule, and 
on section show hard whitish and softer yellow 
necrotic areas. Krukenberg, who first described 
these tumors in 1895, regarded them as primary, but 
subsequent studies have shown them to be secondary 
to tumors in the digestive tract. In the authors’ 
cases and the other cases tabulated the primary 
tumor was in the stomach. While the stomach is its 


most common site, it may occur also in some other, 


part of the gastro-intestinal tract. 

Krukenberg tumors occur usually in young women 
in the period of full sexual activity. Of the authors’ 
nine patients, five were under forty years of age. 


While in some cases the gastro-intestinal cancer is 
diagnosed and perhaps operated upon and the 
symptoms of the ovarian tumors develop subsequent- 
ly, in the majority the first symptoms are due to the 
ovarian tumors, the digestive symptoms are slight, 
and the primary tumor is discovered only after a 
correct diagnosis of the nature of the ovarian tumor 
has been made. Of the three cases reported in detail, 
the first was of the latter type. In the second, the 
symptoms of ovarian tumor developed three years 
after gastrectomy. In the third, the ovarian tumors 
were found at autopsy after a palliative operation 
for a gastric cancer that had caused symptoms for 
years. 

The ovarian symptoms are relatively slight. The 
most frequent sign is amenorrhea. This isa relatively 
late sign caused by considerable destruction of the 
ovarian tissue. Menorrhagia and metrorrhagia are 
rare. Often the first sign noted is enlargement of the 
abdomen. This is due not only to the growth of the 
tumors, but also to the concomitant ascites. 

Bimanual examination discloses a usually bi- 
lateral mass which as a rule is definitely separated 
from the uterus. This mass is usually hard and 
nodular. If its situation in relation to the uterus 
cannot be definitely determined by bimanual exam- 
ination, hysterography will show the uterine cavity 
to be normal. 

Histologically, ovarian tumors of the Krukenberg 
type consist of an invasion of the ovarian paren- 
chyma by epithelial cells of two types. In one type 
the epithelial cells are isolated, smaller than those of 
the ovarian stroma, but with large nuclei often in 
active mitosis. These cells often secrete mucus which 
accumulates within the cell, pushing the protoplasm 
toward the periphery. In the second type of invasion 
the cells are not isolated but grouped in masses, 
sometimes with irregular glandular cavities, and 
form more or less typical glandular epithelioma. In 
this type, the mucus sometimes escapes from the 
cells, forming plaques in the surrounding connective 
tissue. The ovarian stroma in contact with the 
cancer cells reacts by an increase in fibrocytes which 
form a structure resembling that of fusocellular 
sarcoma. It was this characteristic that led Kruken- ° 
berg to consider these tumors sarcomas. Histological 
studies of the primary tumor of the digestive tract 
have been made but rarely. Of three of the authors’ 
cases in which the nature of the primary (gastric) 
tumor was determined, the examination revealed a 

_ diffuse epithelioma in one case, linitis plastica in one, 
and an atypical glandular epithelioma in the third. 
/ The prognosis of Krukenberg tumors of the ovary 
/is definitely poor. At least two-thirds of the patients 
die within a few months after operation. The 
diagnosis is usually made late because symptoms are 
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slight, and when operation is done only the ovarian 
tumors are removed, as a rule, the primary tumor 
being overlooked or considered inoperable. In only a 
few cases has operation been done on both the ovarian 
and primary growths at one time or within a short 
interval. In two of three of the authors’ cases in 
which gastrectomy was done the patient was not 
kept under observation. In one case death occurred 
at the end of six months and the ovarian tumors were 
found at autopsy. One patient returned to the 
hospital three years later with inoperable Kruken- 
berg tumors. The third patient was found to have 
bilateral ovarian tumors a year after the gastrectomy 
The tumors were removed, although large. This 
patient is living and well nine months after the 
operation. None of the authors’ patients had radical 
operations on both the primary and the secondary 
tumors within a short period. Gastrectomy was 
done first and then hysterectomy. Unless such rad- 
ical operations are possible, cure cannot be expected. 
ALICE M. MEYERS. 


Chavannaz, J.: Krukenberg Tumors (Les tumeurs 
de Krukenberg). Rev. de chir., Par., 1935, 54: 453- 


The author reviews the literature on Krukenberg 
tumors and reports 2 cases. He states that the first 
report on these neoplasms was made by Friedrich 
Krukenberg in 1896. This report is not to be con- 
fused with the report of Richard Krukenberg which 
appeared in 1899. During the following years 
numerous observations appeared in the literature 
with such varied interpretations that the picture re- 
mained confused for a long time. The number of 
recorded cases is difficult to determine with accu- 
racy, but is probably about 400. In some, the tumor 
was found at operation and in others at autopsy. 

The factors favoring the formation of ovarian 
metastases remain vague. While such metastases 
are most common in multiparas near middle age, 
they have been found as early as the fourteenth year 
and as late as the eighty-first year. The spread to 
the ovary has been attributed to: 

1. Continuity from a tumor primary in the 
uterus or tube. 

2. Direct contact of an intestinal carcinoma with 
the ovary. 

3. Metastasis by way of the blood vessels from 
distant foci such as the breast or thyroid gland. 
This has been thought by some to occur also in 
cases in which the primary tumor is in the stomach. 

4. Extension by way of the lymphatics. This 
theory is based on the assumption that the carci- 
noma cells are carried down the lumbo-aortic glands 
from the stomach. 

5. Direct transperitoneal implantation or graft- 
ing of the tumor cells. | 

Various experiments have been carried out to sup- 
port each of these theories. The first three theories 
have never had very many adherents. The theory 
of passage by way of the lymphatics, which at one 
time had a considerable number of adherents, has 
been more or less discarded. The theory most 
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widely accepted today is that of direct peritoneal 
implantation. 

The gross characteristics of the tumor are usually 
recognized. The ovary seems hypertrophied. It is 
smooth, though occasionally nodular, and pale or 
slightly red, with occasional areas of bluish dis- 
coloration. It is in general firm, though certain 
parts may become cystic. It varies in size from that 
of the fist to that of the head. Its weight is rarely 
over 1 kgm., but larger ones have been described. 
Adhesions are rare, the tumor being more or less 
free. As a rule both ovaries are involved, there is a 
moderate amount of straw-colored ascitic fluid, and 
examination often discloses cancerous deposits else- 
where in the abdomen, especially in the cul-de-sac 
and the omentum. Frequently the liver and lungs 
are also involved. Cut sections of the tumor show 
encapsulation and central softening. 

The histological picture is not constant. Gauthier- 
Villars recognizes Krukenberg tumors of 3 types: 
(1) those with a glandular structure and various 
degrees of mucus formation; (2) those lacking a 
glandular structure, in which the connective tissue 
element is dominant; and (3) those representing a 
combination of the first and second types. Chavan- 
naz discusses the cytological elements in detail. He 
states that the stroma is analogous to that of the 
normal ovary. While the epithelial elements tend 
to resemble those of the digestive tract, they show 
considerable variation. In fact, the polymorphism 
is often striking, and the use of a mucicarmine stain 
is of great value. Even where the signet-ring cells 
are grouped in masses it is rare to observe cells com- 
pletely lacking mucus. In tumors of the glandular 
type the mucus may be found filling the lumen of the 
acinus. Masses of cells filling vessels and acting as 
emboli are often free from mucus. These are in- 
different cells, poorly outlined, and often under- 
going mitosis. The author describes the lesions in the 
uterus and tubes and compares the primary tumor 
of the stomach or intestine with the tumor of the 
ovary. Striking differences are often noted. 

In about half of the cases the diagnosis is made 
by histological examination of the tissue at opera- 
tion or at autopsy. 

Tke prognosis’is unfavorable as in the natural 
evolution of the cancer the presence of ovarian 
transplants almost precludes eradication of the 
lesion. However, Pfannenstiel reported a case in 
which the patient was still alive after four and a 
half years; Fritsch, a case with survival for six 
years; and Tauffer a case with survival for twelve 
years. 

The author discusses several methods of treat- 
ment. He believes that the best treatment is bi- 
lateral odphorectomy with subtotal hysterectomy 
followed later by resection of the stomach or in- 
testine containing the primary lesion. However, the 
latter is rarely possible. Sometimes merely the re- 
moval of both ovaries has a palliative effect. 

The article is followed by a complete bibliography. 

NATHAN A. Womack, M.D. 
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Kaufmann, C.: Therapeutics with Ovarian Hor- 
mones. J. Obsi. & Gynec. Brit. Emp., 1935, 42: 4009. 
Experiments on animals, carried out chiefly by 
research workers in America, have demonstrated 
that it is possible, by administering the two ovarian 
hormones, to imitate exactly the normal sexual 
cycles in castrated animals of the most varied 
species. Hisaw, Meyer, and Fevold produced a pre- 
gravid uterine mucous membrane in a castrated 
monkey by such treatment, and Smith and Engle, 
who carried similar studies a step further, were the 
first to describe the production thereby of true 
menstrual bleeding in a castrated female monkey. 
The author has applied the information gained 
from these experiments to the treatment of the 
human female. 

To produce the pregravid changes in the endo- 
metrium of the castrated woman it is necessary to 
administer first the follicular hormone, which 
brings about the proliferative phase of the uterine 
mucous membrane (corresponding to the effect of 
the graafian follicle of the ovary which predominates 
in the first ten days of the normal cycle) and then 
the corpus luteum hormone, which converts the pro- 
liferated endometrium into the secretory phase 
(corresponding to the action of the corpus luteum 
from about the tenth day of the normal cycle). 

From his experiments Kaufmann has come to 
the conclusion that in severe endocrine disturbances 
of the ovaries the doses of the follicular hormone 
previously employed were inadequate and there- 
fore useless. It is now certain that the dose neces- 
sary for adequate proliferation of the endometrium 
in a castrated woman is not less than 1,000,000 inter- 
national units. While it is somewhat confusing sud- 
denly to recommend the use of hundreds of thou- 
sands or even millions of units of follicular hormone 
for therapeutic purposes, Kaufmann believes that 
such amounts lie well within the margins of activity 
of other hormones. 

In the non-pregnant woman the most important 
functions of the follicular hormone are the promotion 
of growth of the uterus, the maintenance of normal 
turgor of the genitalia, and the production of 
adequate proliferation of the endometrium. The 
most important function of the second hormone of 
the ovary, the corpus luteum hormone, is completion 
of the work of the follicular hormone by converting 
the ‘‘proliferation” phase produced by the latter 
into the “secretory” phase. The purpose of this 
change is to render the endometrium a perfect 
medium for nidation of the fertilized ovum. The 
corpus luteum hormone is the hormone which pre- 
pares the uterus for pregnancy. 

Derangements of the normal secretion of the 
ovaries are manifested in the genital tract in two 
chief forms—amenorrhoea and uterine hemorrhage. 
They are classified as follows: (1) primary amenor- 
rhea (a) with hypoplastic genitalia, (b) with well- 
developed genitalia; (2) secondary amenorrhea; (3) 
oligomenorrhea; (4) climacteric disturbances; and 
(5) uterine hemorrhage of endocrine origin. 
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The author reports a series of cases in detail and 
then summarizes the most important facts of our 
present knowledge regarding treatment with ovarian 
hormones as follows: 

The pathological exaggeration of the proliferation 
phase, the so-called cystic hyperplasia of the endo- 
metrium, gives rise to pathological bleeding. Sub- 
stitution therapy with hormones is based upon the 
belief that in this condition excessive production of 
follicular hormone is followed by a deficiency of 
corpus luteum hormone. The function of the corpus 
luteum hormone administered is to convert the 
over-proliferated phase of the endometrium into the 
secretory phase and thus cause the rejection of a 
pregravid endometrium which occurs in true men- 
struation. While large quantities of corpus luteum 
hormone (up to go rabbit units) are necessary to 
convert a pathologically proliferative phase of the 
endometrium into the secretory phase, much smaller 
doses (from 10 to 20 rabbit doses given over five or 
six consecutive days) will often cause the cessation 
of uterine bleeding. 

The author finds primary amenorrhea very dif- 
ficult to influence. Although it may be affected 
temporarily by the administration of hormones, no 
permanent results have been obtained by such 
treatment. In secondary amenorrhea the outlook is 
more promising as harmonious endocrine co-opera- 
tion is more easy to re-establish. Once the menstrual 
cycle has been restored, it may continue regularly 
and spontaneously and in some cases pregnancy 
may occur. However, the tendency toward recur- 
rence of amenorrhea is always great even after many 
months of spontaneous regulation of the cycle. The 
treatment of oligomenorrhea with physiological doses 
of follicular hormone is most promising. In the 
cases of women with severe general symptoms of 
ovarian deficiency—whether at the climacterium 
or after operative castration—the administration 
of adequate doses of follicular hormone is superior 
to any other form of therapy. 

Hersert F. Tuurston, M.D. 


MISCELLANEOUS 


Berutti, E.: Primary Thrombopenia Syndromes 
and the Obstetrical and Gynecological Form 
(Sindromi thrombopeniche primitive e forme os- 
tetrico-ginecologiche). Ginecologia, 1935, 1: 579. 


The author reports two cases of Werlhof-Glanz- 
mann disease (acute purpura during menstruation) 
which were cured by intramuscular injections of 
whole blood. The first was that of a woman thirty- 
five years old who had had two normal pregnancies 
and three uncomplicated miscarriages. This patient 
entered the hospital because of a very profuse men- 
strual period lasting fifteen days and bleeding from 
the gums. Her past history was entirely negative 
except for bleeding following coitus in the past 
month. On dilatation and curettage the endo- 
metrial tissue was found normal. Packing of the 
uterus was necessitated by continued hemorrhage. 
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The findings of blood studies were as follows: 
Wassermann reaction negative; hemoglobin content, 
53 per cent; red cells, 4,900,000; white cells, 5,600; 
platelets, 20,000; differential count normal; bleeding 
time, twenty minutes; coagulation time, fifteen 
minutes; retraction of coagulum absent after thirty- 
six hours; Frugoni, Rumpell-Leede, Hess, and Koch 
signs intensely positive. Cystoscopic examination 
revealed hemorrhages in the wall of the bladder, 
and inspection of the ears showed hemorrhages into 
the tympanic membrane. 

Calcium preparations, liver extract, and coagu- 
lant therapy were given without success. Daily 
intramuscular injections of 20 c.cm. of whole blood 
for four days caused a striking decrease in the hemor- 
rhagic tendency, and continued injections on alter- 
nate days for eight additional days resulted in 
permanent cure. 


447 


The second case was that of a woman twenty-nine 
years old who, following delivery, showed extensive 
local hemorrhages into the tissues of the arm and leg 
at the points where hypodermic injections had been 
administered and numerous petechial hemorrhages 
on the inner surface of the arms and on the thorax. 
The findings of blood studies were as follows: 
hemoglobin, 60 per cent; red cells 8,300; platelets, 
70,000; differential count normal; bleeding time 
eleven minutes; clotting time, twelve minutes; re- 
traction of the coagulum absent after eight hours; 
Frugoni and Rumpell-Leede signs positive. 

Coagulants and calcium therapy were unsuccess- 
ful. The hemorrhagic areas gradually increased in 
size, and bleeding occurred from the gums. Intra- 
muscular injections of whole blood like those given 
in the first case resulted in permanent cure. 

GeEorGE C. Frnota, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Pagliari, M.: One Hundred Cases of Placenta 
Previs Centralis and Marginalis (Considerazioni 
cliniche su una centuria di casi di placenta previa 
centrale e marginale). Ginecologia, 1935, 1: 537. 


Of 18,300 deliveries occurring at the Royal Ma- 
ternity Hospital of Turin during the period from 
1925 to 1934 inclusive, placenta previa occurred in 
100 (0.54 per cent). The incidence of placenta 
previa centralis was 0.58 per cent while that of 
placenta previa marginalis was 0.42 per cent. Eighty 
per cent of the women with placenta previa were 
multiparas. In 26 cases the condition was dis- 
covered at term; in 24, in the ninth month of the 
pregnancy; in 30, in the eighth month; in 17, in the 
seventh month; and in 3, in the sixth month. The 
incidence of hemorrhage was 41 per cent in the 
seventh month and 28 per cent in the eighth month. 
In 1 case hemorrhage occurred only during labor at 
term. 

The presentation of the fetus was cephalic in 61 
per cent of the cases, breech in 33 per cent, and 
transverse in 6 per cent. 

The treatment and mortality were as follows: 

—Deaths— 
Maternal Fetal 


Braxton-Hicks version 12 46 
Tamponade and evacuation of the 


Treatment Cases 


I I 
Bag followed by podalic version. . . . I 
Prophylactic delivery of the feet 

(breech presentation) 10 
Classical version 12 
Classical cesarean section 3 
Low cesarean section ° 
Vaginal cesarean section I 


The total maternal mortality was 20 per cent, and 
the total fetal mortality, 73 per cent. Fifteen of the 
maternal deaths were attributed to hemorrhage, 2 to 
sepsis, and 2 to bronchopneumonia. In the cases of 
death due to sepsis, tamponade had been done before 
the patient’s admission to the hospital. Of the fetal 
deaths, 20 were due to immaturity. In 18 of the 
cases in which the death was due to immaturity no 
fetal heart tones were heard before the intervention. 

The morbidity was 16 per cent in the cases of 
placenta previa marginalis and 9 per cent in the 
cases of placenta previa centralis. Phlebitis oc- 
curred in 4 cases and bronchopneumonia in 2. 

The author concludes that the treatment of choice 
for placenta previa, especially that of the central 
type, is cesarean section by the abdominal route. 
He emphasizes the importance of hospitalization in 
all cases in which placenta previa is suspected. 

GrorcE C. Frnoza, M.D. 


Engelking, E.: Ophthalmologically Important 
Roentgen-Ray Injuries to the Fetus After 
Irradiation During Pregnancy (Augenaerztlich 
wichtige Roentgenschaedigungen der Frucht nach 
Bestrahlung Schwangerer). Klin. Monatsbl. f 
Augenh., 1935, 94: 151. 


The possibility of ophthalmological injury of the 
fetus from irradiation of the mother during preg- 
nancy is discussed by the author on the basis of the 
literature and his own experience. In describing the 
ocular changes ascribed to roentgen, radium, and 
mesothorium irradiation Engelking cites the dif- 
ficulties encountered in definitely establishing the 
relationship of such changes to the irradiation. He 
reports in detail and discusses a case presenting the 
syndrome described by Zappert which is character- 
ized by lid adhesions, epicanthus, corneal opacity, 
clouding of the lens, aplasia and atrophy of the optic 
nerve, developmental disturbances of the retina and 
choroid, a pigmented or albinotic fundus, coloboma 
of the retina and choroid, chorioretinitis, pigmenta- 
tion of the retina, strabismus, and nystagmus. 

In the author’s opinion a relationship between 
roentgen irradiation of the pregnant uterus and the 
appearance of developmental defects in the fetus 
can no longer be doubted and the possibility of 
microcephalus with microphthalmos due to irradia- 
tion must be admitted. With regard to the occur- 
rence of indirect injury of the fetus from extragenital 
irradiation of the pregnant woman, Engelking says 
that while, in his opinion, the condition in the case 
cited by Flaskamp was not due to the irradiation, 
the question as to the possibility of such injury has 
not been answered. 

(WEHEFRITZ). MArTutAs J. SEIFERT, M.D. 


Zocchi, S., and Robecchi, E.: A Roentgenological 
Study of the Topographical and Functional 
Changes of the Intestine in Pregnancy at 
Term (Studio radiologico delle modificazioni 
topografiche e funzionali dell’intestino nella gravida 
a termine). Ginecologia, 1935, 1: 677. 

The authors selected for their study normal 
primiparas and multiparas. For the study of the 
upper portion of the intestinal tract they adminis- 
tered 350 c.cm. of a barium meal and for the study 
of the lowest portion of the intestinal tract they 
used a barium enema. The patient was examined in 
the erect position and the observations were made 
in dorsoventral and lateral positions. 

The duodenum was never found in the normal 
position. In many cases the duodenal bulb could 
not be seen and in others it appeared inverted. The 
authors believe that these individual differences are 
related to the height of the uterine fundus, the cor- 
responding alterations in the shape and location of 
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the stomach, and the hypermobility of this portion 
of the duodenum. 

The small intestine as a whole generally was 
found displaced to the left upper quadrant of the 
abdomen and extending downward to a level below 
the iliac crest. The authors attribute this marked 
displacement to the deviation of the full term 
uterus to the right. They think that any tumor in 
the abdominal cavity will cause a similar displace- 
ment of the small intestine. The emptying time of 
this part of the intestinal tract was normal. 

In examination of the ileocecal junction it was 
found that in most cases the ileum approached the 
cecum at an acute angle, running from above down- 
ward rather than from below upward as under 
normal conditions. In only a very few cases did it 
approach the cecum at a right angle. 

With the patient in the erect position and the ab- 
dominal wall contracted as suggested by Guthmann 
and Staehler, the inferior pole of the cecum was 
found from 3 to 5 cm. below the iliac crest. 

The angle at the hepatic flexure of the colon often 
appeared more obtuse than in the absence of preg- 
nancy. The transverse colon appeared as though 
lifted up by the uterine fundus, forming a slight arc 
with its concavity directed downward. The ascend- 
ing and descending colon showed only a slight dis- 
placement toward the posterior abdominal wall. 

The sigmoid colon was displaced to a level cor- 
responding to the left iliac bone and left innominate 
line. The emptying time through this portion of the 
intestine was markedly prolonged. The authors be- 
lieve that these findings account for the constipation 
of pregnancy. 

The rectum, contrary to expectations, showed no 
alterations in either form or position. 

RicHARD E. Soma. 


Vayrynen, V.: Cases of Polyneuritis and Myelitis 
Caused by Pregnancy Toxemia (Ueber Faelle von 
Polyneuritis und Myelitis hervorgerufen durch 
Schwangerschaftsvergiftung). Acta obst. et gynec. 
Scand., 1935, 15: 182. 


This article is based on five cases of polyneuritis 
and myelitis due to pregnancy toxemia which were 
observed by the author and seven cases collected 
from the literature. 

Vayrynen says that the condition is an auto-in- 
toxication. The toxin, which circulates in the blood 
in greater or lesser amounts during pregnancy and 
may produce more or less marked symptoms of in- 
toxication throughout the organism, may cause, in 
addition, paralysis of motor nerves. That the con- 
dition is an auto-intoxication is indicated also by 
other evidences of pregnancy toxemia such as 
vomiting, icterus, a cutaneous eruption, albu- 
minuria, and eclamptic convulsions, and by the 
fact that the patient may recover following inter- 
ruption of the pregnancy. 

The condition usually begins with vomiting, which 
occurs at the beginning of the pregnancy. There- 
fore, in all cases of hyperemesis gravidarum, it is 
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essential to make a careful examination of the nerv- 
ous system. It appears, however, that the vomiting 
is of less significance the later the paralysis develops 
in the pregnancy. 

The paralysis usually begins in the lower ex- 
tremities and extends upward. 

Besides the motor paralysis there are often symp- 
toms due to disturbances of the sensory nerves. Asa 
rule there are also symptoms of a psychic disturbance. 

As many signs point to a functional disturbance of 
the liver, a careful study of the liver and a bio- 
chemical examination of the urine and blood are ab- 
solutely essential. In one of the cases reviewed by 
the author the amount of free bilirubin in relation 
to the total bilirubin in the blood serum seemed to 
be considerably greater than in normal pregnancy 
and decreased rapidly after interruption of the 
pregnancy. 

A quick pulse seems often to be a symptom. 

As the mortality of the condition is high—in the 
author’s cases and the cases collected by him from 
the literature it was nearly 42 per cent—the ap- 
pearance: of signs of paralysis is to be regarded as 
warranting interruption of the pregnancy. 


McCord, J.R.: Syphilis and Pregnancy. A Clinical 
Study of 2,150 Cases. J. Am. M.Ass., 1935, 105: 80. 
From a study of 2,150 cases of syphilis and preg- 
nancy extending over a period of twelve years the 
author draws the following conclusions: 

1. Pregnancy does not affect the reliability of the 
Wassermann reaction. 

2. This test should be a routine part of ante- 
partum care. 

3. Regardless of the activity of the disease, 
sufficient antepartum antisyphilitic treatment as- 
sures the woman a syphilis free baby in 95 per cent 
of the cases. 

4. The best results will be obtained with 10 or 
more treatments. 

5. The treatment should be mild but continuous, 
and should not be controlled by the Wassermann 
reaction. 

6. The concurrent use of arsenic and a heavy 
metal gives good results. 

7. Such therapy seems to be safe for the mother. 

8. In the vast majority of cases a strongly posi- 
tive Wassermann reaction of the cord blood means 
that the baby has congenital syphilis. A negative 
Wassermann reaction in the cord blood is of little 
aid in ruling out congenital syphilis. 

The characteristic picture of osteochondritis 
of the long bones is pathognomonic of congenital 
syphilis. Cart H. Davis, M.D. 


Reeb: Diagnostic Difficulties in a Case of Preg- 
nancy Complicated by a Softened Fibroma 
(Difficultés de diagnostic dans un cas de grossesse 
compliquée d’un fibrome ramolli). Gynécologie, 
1935, 34: 291. 


The case reported was that of a woman who had 
had four deliveries at term and one abortion in the 
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fifth month of pregnancy. The last delivery, which 
occurred in 1927, was normal. Menstruation had 
always been irregular since its onset at the age of 
thirteen. Sometimes there had been periods of 
amenorrhea lasting two or three months. However, 
since March, 1934, the menses had been regular. 
The last menstruation began September 8, 1934. In 
October the patient began to complain of heat 
flushes, somnolence, vertigo, nausea, swelling of the 
breasts, and discomfort and a feeling of weight in the 
lower abdomen. She consulted a physician on 
October 20, forty-two days after the last period. On 
examination, the uterus was found to be about the 
size of a child’s head, hard, and irregular. The 
Aschheim-Zondek reaction was negative. Because of 
the previous menstrual irregularities a uterine 
fibroma was suspected. 

The patient was seen by the author January 3, 
1935, when the symptoms had become more pro- 
nounced. Examination disclosed three tumors, one 
of elastic consistency on the left side, a poorly de- 
fined soft tumor on the right side, and a fluctuant 
tumor in the cul-de-sac. The cervix was elevated. 
The Aschheim-Zondek reaction was positive. A 
diagnosis of pregnancy complicated by uterine 
fibroids was made. To prove this an intravenous in- 
jection of 0.3 c.cm. of an extract of the posterior 
lobe of the hypophysis was given. Twenty-five 
seconds after the injection the tumor in the cul-de- 
sac became as hard as wood, the tumor on the left 
changed slightly in consistency, and the tumor on 
the right side showed practically no change. The 
final diagnosis was pregnancy in a retroflexed uterus 
containing a fibroid which was undergoing softening. 
A third Aschheim-Zondek reaction was positive. 

Operation disclosed a pregnant uterus from the 
left cornu of which there arose a sessile fibroid with 
a softened center. Resection of the fibroid was done 
without opening the uterine cavity. On the third 
day after the operation abortion occurred. The re- 
mainder of the postoperative course was uneventful. 

This case is regarded as of interest because of the 
negative Aschheim-Zondek reaction during the 
early stage of the pregnancy and the use of an extract 
of the posterior lobe of the hypophysis in the differ- 
ential diagnosis. NaTHAN A. Womack, M.D. 


LABOR AND ITS COMPLICATIONS 


Lorenzetti, F.: The Kjelland Forceps Judged on the 
Basis of 200 Applications, and a Modification of 
the Technique of Their Use (Il forcipe Kjelland 
giudicato in base ad una casistica di 200 applica- 
zioni e ad una particolare modificazione di tecnica). 
Ginecologia, 1935, 1: 523. 

The author has used the Kjelland forceps in 200 
deliveries with uniformly good results. Eighty of 
the women were primiparas. Six of the applications 
were made in cases of face presentation and 194 in 
cases of vertex presentation. Thirty-six were high 
forceps applications; 120, mid-forceps applications; 
and 44, applications on the floating head. 
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There were no maternal deaths. Three fetal 
deaths occurred in the high forceps applications, ; 
in the mid-forceps applications, and 4 in the applica- 
tions on the floating head. The total fetal mortality 
was 5 per cent. 

After the first 50 applications the author substi- 
tuted for the original technique of introducing the 
anterior blade into the uterus and rotating 180 de- 
degrees the introduction used for an anteroposterior 
position. He claims no originality for the latter 
procedure. 

He believes that the Kjelland forceps are of most 
value for face presentations, transverse and posterior 
positions, high applications, and asynclitism. The 
construction of the instrument permits a direct 
cephalic application regardless of the position of the 
head. Only one application is necessary in the pos- 
terior position. In high applications the straight 
handle permits traction more nearly in the axis of 
the inlet. The mobile articulation allows an even dis- 
tribution of pressure on the head when the blades 
extend unequally into the birth canal. 

GeorcE C. Frnora, M.D. 


Kristensen, B.: Manual Detachment of the Pla- 
centa and Intra-Uterine Palpation. Acta obst. 
et gynec. Scand., 1935, 15: 165. 


Intra-uterine manipulations after childbirth used 
to be considered very dangerous, but experience in 
recent years seems to show that the danger was ex- 
aggerated. Several obstetricians have asserted that 
the risk of these interventions is very small in suit- 
able cases and that the patient may be exposed to 
more serious danger if the manipulations are omitted. 

A review made by the author of 208 cases in which 
intra-uterine manipulations were carried out in the 
State Hospital at Copenhagen in the period from 
1924 to 1933 showed that such manipulations are 
dangerous in the cases of infected or markedly ane- 
mic women, but in cases in which the placenta or 
parts of it are adherent and cannot be removed by 
expression, the necessary intra-uterine intervention 
should be done as soon as possible. In uncompli- 
cated cases the risks are very small. 


PUERPERIUM AND ITS COMPLICATIONS 


Gibberd, G. F.: The Treatment of Puerperal Sepsis. 
Practitioner, 1935, 134: 738. 

Very broadly speaking, the infecting organisms in 
puerperal fever behave in one of three ways: they 
may tend to remain localized at the site of inocula- 
tion; they may tend to form thromboses in the larger 
veins with or without breaking down the clot and 
the dissemination of septic emboli; or they may tend 
to spread to adjacent tissues and to the blood stream 
by permeating lymphatics or the smallest veins. 

Infections of the first type are often caused by 
such organisms as the bacillus coli, staphylococci, 
and non-hemolytic streptococci. If the infection re- 
mains localized to the site of inoculation the patient 
will most certainly recover sooner or later. The aim 
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of treatment is acceleration of healing of the locally 
infected tissues. 

Infections of the second type are commonly due 
to hemolytic streptococci. In this type the tendency 
to spread is ever present. Therefore the chief aim of 
treatment is to prevent spread of the infection. 

Infections of the third type give rise to the clinical 
condition often called “‘ pyemia’’, which is frequently 
due to certain anaérobic streptococci. In this type, 
dissemination by septic emboli is frequent. 

In cases of puerperal fever in which the infection 
is in the perineum, the vagina, or the cervix, warm 
glycerin is used to promote a flow of tissue fluid. The 
glycerin is instilled into the vagina by means of a 
soft rubber catheter attached to a small syringe. 
Usually 1 oz. is injected two or three times a day. 
When the infection is in a perineal laceration it is 
usually better to remove the sutures at once. 

Drainage of the uterus is a matter regarding which 
there is no general agreement. It has taken twenty 
years of propaganda to stop the pernicious practice 
of curetting the uterus for puerperal sepsis. A modi- 
fied Fowler position and the administration of small 
doses of quinine and ergot preparations favor the 
escape of lochia and inflammatory exudate from the 
birth canal, and should be used in all cases. 

During the last ten years the method of draining 
the uterus by the instillation of glycerin has been 
used very widely in England. No better method has 
been devised than the method originally suggested 
by Hobbs. In this procedure the posterior vaginal 
wall is retracted with a Sims speculum and the cervix 
exposed by lifting up the anterior vaginal wall with 
a special spatula. A vulsellum is not used, and the 
cervix itself is not seized in any way. After swabbing 
of the cervix, a soft rubber catheter is introduced 
into the uterus for about 2 in. and glycerin is very 
gently injected from a syringe so that it escapes 
freely from the external os around the catheter. 

The intra-uterine injection of glycerin should not 
be done routinely. It is indicated only in cases in 
which there is an indication that the uterus contains 
infected blood clot or other débris. Such cases are 
characterized by profuse and sometimes offensive 
lochia and by subinvolution of the uterus. 

In cases of puerperal infection in which a piece of 
the placenta is retained in the uterus the decision 
whether or not to remove the retained portion will 
depend upon the indications in the individual case. 
If secondary postpartum hemorrhage occurs, gentle 
digital removal of the offending piece under general 
anesthesia is an urgent necessity. If the hemolytic 
streptococcus is responsible, it is probably better to 
leave the portion of placenta in situ, accepting the 
tisk of hemorrhage, rather than to increase the risk 
of disseminating the infection. The care of inflam- 
matory conditions which have spread beyond the 
limits of the birth canal is generally a matter of 
careful and frequent observation rather than of 
drastic treatment. In cases of such a condition the 
patient should be nursed in the Fowler position. 
The intestinal movements should be reduced to the 
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minimum. Therefore aperients and enemas should 
be avoided. Morphine in repeated doses of */¢ gr. 
is given. 

Increasing abdominal distention demands the use 
of a flatus tube and possibly the administration of 
¥% c. cm. of pituitrin or eserin. If a pelvic abscess 
forms, it should not be drained until it is very defi- 
nitely pointing. 

According to the author’s experience, treatment 
of septicemia with vaccines, sera, arsenic, mercury, 
foreign proteins, and aniline dyes is of no avail. 
Blood transfusions are indicated in this condition, 
especially for patients with anemia. In the presence 
of fever, transfusion always involves a certain risk 
because of the danger of a reaction. Good nursing 
in good surroundings, intelligent attention to feeding 
and sleep, and symptomatic treatment of the many 
small complications which arise will do more to assist 
the natural powers of recovery than any so-called 
specific measure. STantey C. Hatt, M.D. 


Salamero Castill6n and Usua: Two Interesting 
Cases of Puerperal Gangrene (A propésito de dos 
casos interesantes de gangrena puerperal). Arch. de 
med. cirug. y especial., 1935, 16: 271. 

In the first case reported by the authors the gan- 
grene occurred several months after delivery. In 
the second, it followed septic abortion. In both cases 
streptococcal infection played an important part. 
Ulcerative endocarditis developed with the septi- 
cemia. The gangrene was secondary to thrombo- 
phlebitis and embolism. In one case there was ex- 
tensive symmetrical gangrene of both cheeks; in 
the other, gangrene of both lower extremities. 

Wrutam R. MEEKER, M.D. 


NEWBORN 


Poole, W. H., and Whittle, C. H.: Epidemic Pem- 
phigus of the Newly Born. Lancet, 1935, 228: 1323. 


Epidemic pemphigus, or bullous impetigo, of the 
newly born is a highly contagious disease, which is 
becoming more frequent. It is due to infection by 
the staphylococcus aureus, and is usually conveyed 
by the personnel or instruments of the lying-in room. 
The organism is carried on the skin of the carrier and 
conveyed by direct contact to the skin of the in- 
fant. Clinically, there are two forms: the severe 
exfoliative form, which is rapidly fatal, and the 
mild form, which tends to run a self-limited course 
with remarkably little constitutional disturbance. 
The latter has three phases: (1) a period of latency 
of apparently two or three days; (2) a period of 
spread, averaging about fourteen days; and (3) a 
period of healing lasting usually about a week. At 
the onset of an outbreak there are usually one or 
more severe cases. The subsequent cases are com- 
monly much milder. 

This disease must be differentiated from: (1) pem- 
phigoid syphilide, (2) impetigo contagiosa, (3) pem- 
phigoid eruptions due to drugs, (4) bullous varicella 
of the newly born, (5) dermatitis herpetiformis, 
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(6) epidermolysis bullosa, and (7) hydroa vacini- 
forme. 

The treatment has three phases (1) prevention, 
(2) control of the epidemic, and (3) the treatment 
of cases. In treatment of cases the most satisfactory 
results are.obtained from frequent cleansing with a 
mild antiseptic followed by the application of a dry 
dressing. Roianp S. Cron, M.D. 


MISCELLANEOUS 


Feiner, D.: Chorionepithelioma with a Long Latent 
Period. Am. J. Obst. & Gynec., 1935, 29: 840. 


Feiner reports the case of a woman twenty-eight 
years old who developed a fatal vaginal tumor with 
the histological structure of a malignant chorion- 
epithelioma two and one-half years after a preg- 
nancy. 

In view of the number of authentic similar cases 
reported in the literature, he concludes that, whereas 
in the vast majority of cases, all fetal elements are 
destroyed by the maternal tissue within a compara- 
tively short time after the termination of pregnancy, 
in exceptional instances fetal epithelia may remain 
dormant in the maternal host, either at the placental 
site or elsewhere, for months or years and then, 
by some unknown agency, be stimulated to malig- 
nant proliferation. The fact that in many of the 
cases the tumor developed long after the menopause 
disproves the theory that in all such cases an inter- 
vening pregnancy has escaped detection. 

In conclusion Feiner says that if the Aschheim- 
Zondek test had been used earlier in the case he reports. 
the progress of the disease might have been arrested 
by prompt hysterectomy. 

Epwarp LyMAN CorNeELL, M.D. 


Brews, A.: A Follow-Up Survey of the Cases of 
Hydatidiform Mole and Chorionepithelioma 
Treated at the London Hospital Since 1912. 
Proc. Roy. Soc. Med., Lond., 1935, 28: 1213. 


This article is based on a consecutive series of 
seventy-two cases of hydatidiform mole and sixteen 
cases of chorionepithelioma. The cases of patients 
with a hydatidiform mole who subsequently de- 
veloped a chorionepithelioma are included with the 
cases of chorionepithelioma. 

A case of combined normal gestation and molar 
gestation suggested that the etiological factor is an 
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inherent abnormality of the ovum rather than of 
the mother. 

Molar gestation may occur at any time during the 
child-bearing period of life, but of the patients whose 
cases are reviewed 37.5 per cent were forty years old 
or older. 

The average number of children previously 
borne by these women was 4.3, and the average 
number of miscarriages 0.7. Twenty-three and six. 
tenths per cent of the women were primigravidas, 

In about 20 per cent of cases the uterus is smaller 
than would be expected from the calculated duration 
of the pregnancy. 

In 35 per cent of thirty-four cases in which the 
examination of a catheter specimen of urine was 
recorded albuminuria was found. 

The most common erroneous diagnosis was pelvic 
tumor (uterine or ovarian). This was made in 12.; 
per cent of the cases. 

Conservative treatment, which was given in the 
majority of the cases, had a mortality of only 1.4 
per cent. Primary hysterectomy was done in only 
six cases. 

Puerperal sepsis or pyemia developed in six cases. 
In 9 per cent of these, chorionepithelioma de- 
veloped subsequently. 

Secondary hemorrhage during the puerperium 
occurred in 15 per cent of the cases. In four of the 
ten cases it was due to the development of a chorion- 
epithelioma in the uterus. 

In two other cases in which a chorionepithelioma 
is known to have developed there was no secondary 
hemorrhage. 

The known incidence of chorionepithelioma was 
8.3 per cent (six cases). In one of these cases there 
was a malignant perforating hydatidiform mole. 

During the same period of time eight other cases 
of chorionepithelioma were seen. Two of the pa- 
tients were males. 

The author calls attention to the value of the 
Aschheim-Zondek and Friedman tests and em- 
phasizes the importance of considering other clinical 
and laboratory findings in the interpretation of the 
reaction. 

In conclusion he says that the ultimate prognosis 
in the reviewed cases of proved chorionepithelioma 
was unexpectedly good, and that after a pregnancy 
complicated by hydatidiform mole fertility is 
often entirely normal. Car. H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Sgrosso, J. A.: The Late Effect of Denervation of the 
Adrenal Gland on the Secretion of Epinephrin 
(Efecto alejado de la desnervacién de la glindula 
suprarenal sobre la secrecién de adrenalina). Rev. 
Soc. argent. de biol., 1935, 11: 139. 


In experiments of dogs two types of operations 
were performed—simple denervation at the hilus of 
the adrenal and section of the sympathetic chain 
and celiac plexus. The secretion of epinephrin was 
then determined at intervals of one month, six 
weeks, and three months. The suprarenojugular 
transfusion of Tournade and Chabrol was employed. 

No reflex secretion could be produced by faradic 
stimulation of the brachial, sciatic, or vagus nerves, 
and no discharge of epinephrin by direct stimulation 
of the gland. 

In normal glands a discharge of epinephrin was 
produced by several drugs, and direct faradic stimu- 
lation of the gland before injection of the drug in- 
creased the amount of secretion produced by the 
drug. 


Histological examination of the denervated 


adrenals showed the presence or hemorrhagic foci 
in the boundary between the cortex and medulla and 
in the medulla and internal portion of the cortex in 


one animal of each series. In the remainder the 

denervated gland presented the same microscopic 

appearance as the normal gland of the animal. 
WrturaM R. MEEKER, M.D. 


Keyser, L. D.: Recurrent Urolithiasis. Etiological 
Factors and Clinical Management. J. Am. M. 
ASs., 1935, 104: 1299. 


Urinary calculi may be produced in laboratory 
animals by: (1) feeding oxamide, (2) producing an 
artificial excessive excretion of calcium oxalate, (3) 
the administration of excessive doses of parathyroid 
extract or viosterol, (4) the formation of uric acid 
calculi in animals with Eck fistulas, (5) feeding diets 
deficient in Vitamin A, (5) infection with urea- 
splitting streptococci, staphylococci, and bacillus 
proteus ammonia, and (6) causing the incrustation 
of organic or inorganic foreign bodies in the presence 
of infection. 

The first three of these methods depend upon an 
aseptic metabolic disturbance associated with an 
excessive excretion of urinary crystalloids. 

Preventive measures against recurrence should be 
begun with the removal of as many stones as possible 
by surgery or cystoscopy. At operation, particular 
care should be taken to prevent exposure of suture 
material to the urinary stream and to establish 
proper urinary drainage. In calculous pyonephrosis 
with severe infection nephrostomy is of value. 


Roentgenograms should be taken at periods of 
from six months to a year, and repeated determina- 
tions should be made of the uric acid of the blood 
and the serum calcium and serum phosphorus. If 
hyperparathyroidism is suggested, roentgenograms 
should be taken of the bones. The dietary intake of 
purines, oxalates, calcium, and phosphorus should 
be regulated according to the predominant con- 
stituent of the stones removed. A high intake of 
Vitamin A should be given a further trial. While the 
role of focal infection in stone formation is not clear, 
every effort should be made to eliminate or reduce 
any infection present. Repeated bacteriological 
studies of the urine should be made. As the chief 
mechanical factor in recurrence is urostasis, periodi- 
cal postoperative lavage with indwelling catheters 
and dilatation of the ureter with bulbs up to No. 16 
F. should be done. The reaction of the urine should 
be changed to the opposite of that which is ideal for 
stone formation in the given case. Marked acidifica- 
tion is indicated in cases of oxalate, carbonate, and 
phosphate calculi and alkalinization in cases of 
urate and cystine stones. The urinary reaction 
should be determined in terms of hydrogen-ion con- 
centration. 

The author cites seven cases in which this treat- 
ment was followed. In none has there been a recur- 
rence in the past year. In six cases a minor degree of 
infection persists, but in eleven the urine is free from 
pus and bacteria. Keyser is convinced that the 
clinical management described is more successful in 
breaking the cycle of recurrent stone than any other 
heretofore employed. H.W. PLaccemeveEr, M.D. 


Jaksy, J.: The Hydronephrotic Bases of Renal 
Atrophy (Ueber die auf hydronephrotischer Grund- 
lage entstandene Atrophie der Niere). Zéschr. f. 
urol. Chir., 1935, 40: 395. 


In experiments on rabbits the author ligated one 
ureter completely and then studied the functional 
and pathologico-anatomical changes from the day 
after the ligation to the twenty-fourth month. In 
the specimens the origin and development of hydro- 
nephrosis, atrophy and degeneration of the paren- 
chyma, and the changes in the fluids collected in the 
ligated kidney were observed. The findings are 
shown by diagrams and photographs. 

In the author’s opinion the atrophy of the renal 
parenchyma after ligation of the ureter is caused by 
the eccentric pressure produced on the parenchyma 
by the constant increase in the fluid in the renal pel- 
vis due to compression of the interlobular arteries 
and veins. In the beginning it is observed that the 
substance of the medulla and the cortex decreases 
to the same degree as the dimensions of the renal 
pelvis increase. Soon, as the result of atrophy of the 
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papille and pyramids, there are formed in the 
parenchyma large cavities which, with the dilated 
renal pelvis, present the picture typical of hydro- 
nephrosis. The parenchyma steadily decreases and 
its greater part is crowded against both poles of the 
kidney. After the eleventh and twelfth months in 
the experiments reported the parenchyma was found 
only at the poles. While the renal tissue was reduced 
to about o.5 mm. in thickness, the pyelorenal sac 
was several times greater than in the normal kidney. 

Microscopically the atrophy of the renal paren- 
chyma was plainly discernible. It was attributed to 
the mechanical stretching due to the retention of 
urine. Simultaneously with the progressive atrophy 
of the epithelial cells there occurred a marked con- 
nective tissue proliferation. In addition to the inter- 
stitial development of connective tissue, exami- 
nation disclosed flattened papillz, extreme dilatation 
of the tubules and uriniferous canals, flattening of 
the epithelial cells, and a marked anemia of the 
kidney. In the last stage of complete atrophy the 
kidney was changed into a large cystic sac with 
fluid contents which contained scarcely any urea. 
In the remaining renal tissue isolated degenerated 
glomeruli were seen. The maximal hydronephrosis 
was observed between twelve and fourteen months 
after the ligation of the ureter. The cystic tumor 
then began to diminish. The author calls this proc- 
ess described “atrophia hydronephrotica.”’ 

(L. Duscut). Marutas J. SEIFERT, M.D. 


Romani, A.: Contribution to the Study of Entero- 
Renal Fistulas. Massive Tuberculosis of the 
Kidney and the Left Renal Space with the 
Formation of a Fistula into the Colon and to 
the Exterior (Contributo allo studio delle fistole 
entero-renali. Tubercolosi massiva del rene e della 
loggia renale sinistra fistolizzata nel colon e all’es- 
terno). Arch. ital. di urol., 1935, 12: 583. 

The case reported was that of a man thirty-seven 
years old who was wounded several times during the 
war. Subsequently he developed cervical adenitis, 
pneumonia, and enteritis, underwent an orchi-epi- 
didymectomy for tuberculosis, experienced frequent 
attacks of renal colic at the left side, and developed 
pleurisy with effusion on the left side. 

Later he noticed frequency of urination for which 
he consulted a urologist. The urologist performed 
cystoscopy and catheterization of the ureters. No 
tuberculous lesions were found at that time. 

Soon thereafter a cold abscess appeared in the left 
costal region. This was repeatedly emptied by 
aspiration, but finally developed into a fistula. Nine 
months later a carious portion of the left eleventh 
rib was resected. 

In spite of heliotherapy and other therapeutic 
measures the fistula failed to close and new fistulas 
appeared in the lumbar and sacral regions. 

Once the patient noticed that from one of these 
fistulas there was an escape of gas accompanied by a 
sibilant noise. 

Physical examination revealed the presence of a 
fistula at the left base of the thorax corresponding 
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to the level of the eleventh rib immediately behind 
the posterior axillary line. Several other fistulas were 
found in the left lumbar region. Pus escaped from 
each of the fistulous passages. 

The abdomen was somewhat distended, and pal- 
pation of the left segment elicited marked muscular 
rigidity. A mass extending from the left costal arch 
down to the posterior iliac crest was felt somewhat 
indistinctly. 

X-ray examination disclosed the presence of two 
fistulous passages—one extending from the left 
renal space to the exterior and the other extending 
from the large intestine into the renal space. 

Under morphine-ether anesthesia and with the 
patient lying on his right flank, an incision was made 
from the left iliolumbar region to the eleventh rib. 
Resection of the eleventh and twelfth ribs exposed 
a large indurated mass which was identified as the 
kidney. The mass was removed. The postoperative 
course was somewhat stormy, but recovery ulti- 
mately resulted. 

On examination, the removed kidney was found 
to be enveloped by an almost rigid and greatly 
thickened capsule. On the anterior aspect there was 
a passage through which a large caseating focus was 
in direct communication with the exterior. A similar 
passage was found at the upper pole. 

In discussing the anatomicopathological features 
of this case, the author explains the mechanism 
which led to the formation of the fistulas. 

In conclusion he discusses briefly the symptoms, 
diagnosis, and treatment of the condition and em- 
phasizes the importance of postoperative helio- 
therapy. RicHArD E, Soma. 


Marcucci, G.: The Treatment of the Ureter Re- 
maining After Nephrectomy (Trattamento del 
moncone ureterale dopo nefrectomia). Clin. chir., 
1935, II: 422. 


The author briefly reviews the literature which 
indicates that the normal ureter remaining after 
nephrectomy retains all its functional capacities 
though in some instances a gradual slight atrophy 
of the coats of the ureter may occur. He then dis- 
cusses the development of urinary fistulas in ne- 
phrectomy wounds as the result of slipping of the 
ligature on the ureter and the reflux of urine from 
the bladder into the wound. He states that when the 
remaining ureter is involved in the pathological 
process it may continue to contain pus which may 
cause persistence of the cystitis or a flow of pus from 
the wound. In some cases the inflammation may 
subsequently spread through the wall of the ureter 
and produce a retroperitoneal cellulitis or an ab- 
scess. In this complication tuberculosis is espe- 
cially important. Occasionally, after nephrectomy, 
the process in the ureter heals and the ureter is con- 
verted into a solid connective tissue cord. More 
often, a fistula results. Therefore many surgeons 
resect most of the ureter with the kidney. 

To determine the possibilities of chemical coagu- 
lation of the ureter, Marcucci carried out experi- 
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ments on rabbits. He injected a 2 per cent solution 
of iodized alcohol and after varying periods killed 
the animals and examined the ureters macroscop- 
ically and microscopically. 

In general the results indicated a complete con- 
nective tissue transformation of the entire ureter. 
Destruction and desquamation of the lining with 
hemorrhage into the lumen occurred early. Later, 
the caustic fluid acted more deeply, affecting the 
muscle. After three days there was evidence of 
necrosis with associated signs of aseptic inflamma- 
tion. New connective tissue elements soon invaded 
almost the entire structure and lumen, gradually 
matured, and caused obliteration of the lumen by 
contraction. A. Louts Rost, M.D. 


Foley, F. E. B.: The Management of Ureteral 
Stone: Operation Versus Expectancy and Ma- 
nipulation. J. Am. M. Ass., 1935, 104: 1314. 


The author believes that in cases of ureteral stone 
expectant and manipulative treatment has been 
employed too extensively. He states that only 
stones no larger than a wheat kernel give any prom- 
ise of prompt passage or easy removal by manipula- 
tion. Occasionally in cases of stones of this size and 
frequently in cases of stones which are only slightly 
larger expectant and manipulative treatment leads 
to difficulties, risks, and hardships. The severe pain 
of many colics may be required for the stone to 
progress into manipulative distance, and during its 
passage dilatation of the ureter and renal pelvis and 
extensive damage of the kidney may occur. 

Foley removes any stone larger than a wheat 
kernel lying above the pelvic brim by open opera- 
tion, preferably lumbar ureterotomy. For this 
operation he has perfected a technique which 
renders the intervention a relatively minor surgical 
procedure. 

The operation is performed under local infiltration 
anesthesia with the patient in the kidney position, 
the elevator being raised only enough to widen the 
space between the rib and the ilium without putting 
the flank muscles under tension. An incision from 
10 to 12 cm. in length is made on a line extending ina 
vertical oblique direction from the middle of the 
twelfth rib toward the anterosuperior spine of the 
ilium. The level of the incision on this line depends 
upon the level of the stone. Division of the skin and 
subcutaneous fat exposes the posterior edges of 
the external and internal oblique muscles and the 
anterior edge of the latissimus dorsi muscle midway 
between the twelfth rib and the iliac crest. These 
muscles are made freely mobile by blunt separation 
of their undersurfaces from the lumbodorsal fascia 
on which they lie. This permits the oblique muscles 
to be drawn well forward and the latissimus dorsi 
well backward, with exposure of a wide area of 
lumbodorsal fascia. The lumbodorsal fascia is then 
split parallel with its fibers with exposure of the 
posterior layer of the pararenal fascia. Except for a 
thin layer of intervening fat, this fascia lies directly 
in contact with the muscles of the posterior ab- 
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dominal wall, the quadratus lumborum, and the 
iliopsoas. It passes posterior to the ureter and kid- 
ney and onto the vertebral bodies medial to them. 
This fascia and the anterior layer of pararenal fascia 
form an envelope completely enclosing the perirenal 
and periureteral fat. Instead of immediately open- 
ing this fascia to approach the ureter through its 
surrounding fat, as is usually done, advantage is 
taken, in the dissection, of the clean cleavage plane 
between the posterior layer of pararenal fascia and 
the muscles on which it lies. By blunt dissection 
this cleavage plane is opened by gently stripping the 
fascia away from the muscles behind it. 

The stripping is continued mediad to the vertebral 
bodies and in an upward or downward direction, de- 
pending on the position of the stone. With the 
pararenal fascia and the contained fat elevated and 
held forward away from the muscles by a retractor, 
the ureter is seen as a pale ribbon-like streak run- 
ning longitudinally 3 or 4 cm. lateral to the vertebral 
bodies and immediately under the fascia. The posi- 
tion of the stone is manifested by a bulge or can be 
determined by passing a finger along the course of 
the ureter. With a curved or somewhat hooked 
scalpel a longitudinal incision is made through the 
fascia and ureter over the stone and the stone re- 
moved. The ureter is not further explored, and no 
bougies or olives are passed into it. The opening in 
the ureter is securely closed with a continuous suture 
of No. wooo catgut affixed to a fine atraumatic 
needle. The suture includes only the muscularis, 
the mucosa being carefully avoided. The wound is 
closed without drainage. The lumbodorsal fascia is 
closed with a continuous suture, but the muscles 
fall into place and do not require approximation. 

The author states that this operation can be per- 
formed in from fifteen to twenty minutes and with 
practically no shock. The patients are out of bed on 
the second or third day and ready to leave the hos- 
pital after from five to seven days. The risk, damage 
to the kidney, hardship for the patient, period of 
disability, and uncertainty as to the outcome are 
very much less that in treatment by expectancy and 
manipulation. H. W. PLaccEMEvER, M.D. 


BLADDER, URETHRA, AND PENIS 


Watts, J. W., and Uhle, C. A. W.: Bladder Dysfunc- 
tion in Cases of Brain Tumor. A Cystometric 
Study. J. Urol., 1935, 34: 10. 


The authors report the histories and cystometric 
findings in eleven cases of bladder dysfunction asso- 
ciated with brain tumor. The cystometric study 
showed a hypertonic curve in three cases and a 
hypotonic curve in eight. Urinary symptoms were 
present in all of the former but in only two of the 
latter. 

The authors believe that the evidence presented 
shows bladder representation in the cerebral cortex, 
the region of the hypothalamus, and even more 
caudad in the brain stem, and that disturbances of 
the function, tone, and sensation of the bladder are 
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the result of lesions in certain parts of the brain 
or in tracts descending from them. 
Donatp K. Hrsss, M.D. 


Counseller, V.S., and Braasch, W. F.: Diathermy for 
Carcinoma of the Bladder. Ann. Surg., 1935, 
ror: 1418. 

In the treatment of bladder tumors considered 
non-resectable on account of their situation in the 
base and neck of the bladder diathermy has been 
used at the Mayo Clinic since 1925. When the 
growths are large and pedunculated, they are par- 
tially removed by excision with the cautery and the 
remaining part of the neoplasm is subjected to thor- 
ough electrocoagulation. 

In a recent review of the cases of 165 patients who 
lived five years or longer following various surgical 
procedures for malignant lesions of the bladder, 
Counseller found that in 17 cases the lesions involved 
the base of the bladder, ureteral orifices, or both, and 
were considered non-resectable. In 14 of these 17 
the lesions were treated by electrocoagulation alone. 
In 3, the major portion of the tumor was excised 
with the cautery and the base subjected to electro- 
coagulation. At the time of the follow-up, 15 of the 
17 patients were alive and free from vesical symp- 
toms. 

Because of the favorable results obtained by the 
use of diathermy in this group, Counseller and 
Braasch report these 17 cases in greater detail, in- 
cluding data from the follow-up records. 

In 4 of the cases the lesions were of Grade 4 ma- 
lignancy; in 5, of Grade 3; in 4, of Grade 2; and in 
4, of Grade 1. The average age of the patients with 
lesions of Grade 4 was forty-seven years; that of 
those with lesions of Grade 3, fifty-four years; and 
that of those with lesions of Grade 1, fifty-six years. 
It may be inferred that the younger the patient with 
a malignant lesion the greater the probability that 
the malignancy is of high grade. 

In the cases of 2 patients who were dead at the 
time of the previous report the malignancy of the 
lesions was graded 4, but only one patient died of 
recurrence. 

Two other patients have died recently, but not 
from carcinoma of the bladder. When the cases are 
analyzed further with respect to survival after opera- 
tion, it is seen that the patients living longest had 
lesions of an average grade of malignancy of 2.2, 
those living next longest had lesions of an average 
grade of 2.6, and those with the shortest period of 
life had lesions of an average grade of 2.7. 

For many years it has been a routine procedure at 
the Mayo Clinic to request all patients who have 
been treated for malignant lesions of the bladder to 
return for postoperative cystoscopic examination 
every three months during the first year and at in- 
tervals of six months or a year subsequently until 
five years after the operation. Patients found free 
from recurrence at the end of five years are dismissed 
from the follow-up records. In this manner many 
recurrent growths are discovered early and destroyed 
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by transurethral electrocoagulation before symp- 
toms develop, the end-results being therefore greatly 
improved. It has been repeatedly observed that 
early recurrences, even of lesions graded 3 or 4, will 
disappear after simple electrocoagulation. 

During the entire follow-up period only 2 of the 
patients developed recurrences. One of the latter 
had a lesion of Grade 1 and the other a lesion of 
Grade 4. 

It is said that the extent of the necrosis produced 
by diathermy amounts to twice the diameter of the 
coagulating electrode, and malignant cells are de- 
stroyed to a depth equivalent to 3 times the diameter 
of the coagulating electrode. In 5 of the cases re- 
viewed the ureteral orifices could not be found as 
they were covered and partially occluded by the 
malignant growth. The tumor in these situations 
was electrocoagulated without regard to the ureteral 
meatus, and in 2 instances the intramural portion of 
the ureter was opened by coagulation 1 cm. above 
the ureteral opening. Complete healing resulted in 
every instance, leaving a clean scar with the ureteral 
orifice occupying a depression in the scar. Trouble- 
some ascending infection did not occur in any in- 
stance. Tumor tissue involving the urethral sphinc- 
ter may be completely destroyed without subsequent 
incontinence or local recurrence. 

Some postoperative deformity occurred in 3 cases 
and in each was associated with rather marked 
cystitis. In the 2 cases in which the deformity was 
most troublesome, extensive lesions were partially 
removed by excision with the cautery. Although 
radium irradiation was used either alone or in com- 
bination with other procedures in many of the 
authors’ cases, it was not employed in any of the 17 
cases reviewed. 

It is the authors’ impression that the advantages 
of diathermy as a transvesical procedure for inoper- 
able or non-resectable lesions of both high and low 
grades have not been sufficiently recognized. 


GENITAL ORGANS 


Putzu, F.: New Orientations in the Treatment of 
Hypertrophy of the Prostate (Nuovi orienta- 
menti nel trattamento della ipertrofia della pros- 
tata). Rassegna internaz. di clin. e terap., 1935, 16° 
560. 


Putzu briefly discusses the pathological anatomy, 
symptoms, diagnosis, and treatment of benign 


hypertrophy of the prostate. First among the 
palliative methods of treatment is catheterization. 
Putzu reviews the well-known difficulties, disad- 
vantages, and dangers of this procedure. Among 
the radical methods of treatment are prostatectomy 
and radiotherapy. Radiotherapy has found little 
favor. Endoscopic treatment is becoming more 
widely employed. After reviewing various reports 
on this method, Putzu concludes that in the choice 
of treatment for a given case the risks and advan- 
tages of all methods should be taken into considera- 
tion. EvcEnE T. Leppy, M.D. 
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Hoess, H.: Transurethral Treatment of Prostatic 
Hypertrophy (Zur transurethralen Behandlung der 
Prostatahypertrophie). 59 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1935. 

The author discusses briefly the indications for 
transurethral resection of the prostate. The limita- 
tions of this procedure as compared with those of the 
previous methods, suprapubic cystotomy and pros- 
tatectomy, prove the indisputable superiority of 
prostatectomy over all other methods, even the new 
method. The attempt should be made, as formerly, 
to perform a radical operation. In uncomplicated 
prostatic hypertrophy, both incipient and advanced, 
prostatectomy should be done whenever possible. 

The new method seems to be contra-indicated by 
urethral immobility, severe bleeding, severe infec- 
tion in the operative region, the absence of a me- 
chanical hindrance to urination, the presence of an 
especially large tumor mass or generalized pro- 
liferation in which resection would not be sufficient, 
and chronic advanced urinary retention with com- 
plications in which there is immediate danger. 

Theoretically, resection appears to be the method 
of choice in all of cases in which the usual indications 
for prostatectomy are not present. The indications 
for prostatectomy should be judged more rigidly 
than heretofore and the new method used in cases in 
which these indications are not presented. In this 
way the results of prostatectomy will be improved. 

The new method may be employed in some of the 
cases which formerly were treated by suprapubic 
cystotomy. Of course, these should be the less 
severe cases. In this manner the establishment of a 
troublesome fistula will be rendered considerably 
less frequent. 

As regards severity and danger resection is be- 
tween suprapubic cystotomy and the radical opera- 
tion, a fact of importance in the determination of its 
indications. (H. Horss). JoHn W. BRENNAN, M.D. 


Grant, O.: The Treatment of Chronic Prostatitis 
by Injection. J. Urol., 1935, 33: 631. 


Prostatitis must be considered a mass of minute 
abscesses the deep location of which prevents the 
introduction of medicaments and the egress of 
infected material. The purpose of the injection 
treatment is to introduce medicaments directly into 
the gland through a needle. As prostatitis is almost 
invariably associated with seminal vesiculitis, both 
vasa are injected simultaneously in the scrotum. 

The injection is made by way of the perineum or 
through the urethra. The anesthetic of choice is 
nitrous oxide oxygen. In injection by way of the 
perineum the bladder is filled with sterile water and 
the vasa are then exposed and injected with about 
to c.cm. of a freshly prepared aqueous solution of 
I per cent mercurochrome. After this injection the 
patient is put in the lithotomy position, the prostate 
is palpated, and a non-breakable needle 8 in. long 
and of No. 20 caliber is introduced into the skin 
about 1 in. above the mucocutaneous border of the 
anus and passed down inward until it is felt by a 
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finger introduced into the rectum. The needle is 
guided to the left lobe of the prostate by the finger 
and then passed on for about 34 in. into the gland 
body. From 5 to 10 c.cm. of the solution are 
injected into the lobe. The needle is then withdrawn 
outside the capsule of the gland and inserted into 
the right lobe and the injection repeated. If the 
fluid passes too easily the needle is not in the proper 
position. When the needle is correctly introduced 
the gland is felt by the finger to distend. A good 
average dose in the gland is 20 c.cm. After the 
injection has been made the needle is withdrawn 
with a slight flow of mercurochrome along its path 
of exit to sterilize its tract through the perineum, 
the prostate is massaged with the finger in the rec- 
tum to disseminate the mercurochrome, and the 
bladder is emptied. 

The urethral injection is accomplished through a 
specially constructed needle introduced with the 
McCarthy panendoscope under direct vision. The 
needle is inserted for 3 in. into first one lateral lobe 
and then the other. From 5 to 10 c.cm. of the 
solution are injected into each lobe. For treatment 
of the smaller glands the urethral method is the 
easier. However, both methods serve the same 
purpose. In severe posterior urethritis-and cases in 
which endoscopy is difficult or unwise, the perineal 
procedure is the method of choice. A mild posterior 
urethritis with terminal hematuria and some pain 
on urination may follow the treatment, but subsides 
after the instillation of a few drops of 1 per cent 
silver nitrate or the oral administration of sandal- 
wood oil. 

The follow-up treatment consists of the applica- 
tion of heat to the gland by the Bransford-Lewis 
heater or by seating the patient over a commode 
fitted with carbon electric lamps, and massage of 
the prostate about every fifth day. This treatment 
should be continued until all the pus has disappeared 
and cultures of the secretion massaged from the 
prostate are sterile. As a rule it must be continued 
for from three to five weeks. Occasionally it must 
be repeated. Foci of infection should be eradicated. 

Louts NEUWELT, M.D. 


Rosenberg, W.: Abscess of the Testicle. J. Urol., 
1935) 34: 44. 


The author reports six cases of abscess and one 
case of necrosis of the testicle. Four of the abscesses 
were due to gonorrhea and two to chronic urinary 
tract infection. The necrosis was due to torsion. 

On the basis of their cause abscesses of the testicle 
may be classified into the following four groups: 
(1) those due to gonorrhea, (2) those due to chronic 
urinary or genital tract infection, (3) those due to 
torsion of the spermatic cord, and (4) those due toa 
systemic infection such as typhoid fever and variola. 

Abscess of the testicle usually results in complete 
destruction of the testicle. Therefore early diag- 
nosis and treatment are important for maximal 
preservation of the testicular tissue. 

ANDREW MCNALLY, M.D. 
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Cutler, M., and Owen, S. E.: The Clinical Value of 
Prolan-A Determinations in Teratoma Testis. 
Am. J. Cancer, 1935, 24: 318. 

The authors report determinations of Prolan A 
made on the urines of sixty-six men suffering from 
teratoma testis. The amount varied between 50 and 
16,000 mouse units. In the cases of thirteen men 
with benign lesions of the testicle the urine contained 
less than 50 mouse units of Prolan A per liter. 

The authors agree with Ferguson that quantitative 
determinations of Prolan A in the urine will serve as 
a guide in the diagnosis, prognosis, and treatment of 
teratoma testis. The excretion of Prolan A is de- 
creased when irradiation treatment is successful in 
producing a regression, but remains unchanged or 
becomes increased when the tumor fails to respond 
to the treatment. The test may be used also in 
following up patients treated for teratoma of the 
testicle. Frank M. Cocuems, M.D. 


Hinman, F., and Powell, T. O.: The Gonadotropic 
Hormone in the Urine of Men with Tumor of 
the Testis. J. Urol., 1935, 34: 55- 


As the pituitary gland, pregnancy, and embryonal 
tumors are known to cause the appearance of gonad- 
stimulating hormones, the authors believe that the 
stimulation of the growth of the gonads and genital 
organs in infantile mice and rats varies with the 
crigin of the hormone producing it and the amount 
of the hormone present in the urine. They state 
that quantitative tests for the hormone may be 
made on as little as 250 c.cm. of fresh unaltered 
urine and if they are positive a qualitative test may 
be made. 

They found mice to be better animals for diag- 
nosis than rats. Rabbits were unsatisfactory. 
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The authors believe that the majority of testicular 
tumors are embryonal and that injection of their 
hormones into infantile mice and rats causes gross 
enlargement of the uterus and microscopic ripening 
of the ovarian follicles. 

A positive reaction is evidence of malignancy of 
the testicle. The therapeutic test of irradiation is 
of little value in the prognosis. Its results must be 
interpreted in the light of the histological structure 
of the tumor and that of the clinical and physical 
findings. 

The authors believe that the hormonal test is of 
value in prognosis and control of treatment, and 
may be of value in the classification of tumors. 
Donatp K. Hrsss, M.D. 


Hinman, F.: The Prognosis and Treatment of 
Tumors of the Testis. J. Urol., 1935, 34: 72. 


The author discusses: (1) the diagnosis of tumor 
of the testis based on the amount of hormone in the 
urine before castration and the pathological classifica- 
tion of the tumor; (2) the clinical evidence of 
metastasis and the evidence supplied by the amount 
of hormone present two weeks after operation; and 
(3) the radiosensitivity of such tumors which he 
determines from the clinical effect on metastases 
and the effect on the hormone. On this basis he 
divides the patients into two groups: (1) those with- 
out clinical evidence of metastases and in good 
physical condition, whom he further classifies accord- 
ing to the findings of the hormonal test two weeks 
after operation, and (2) those with clinical evidence 
of metastases. 

He analyzes fifty-four cases, giving the results of 
radical operation and his classification of the neo- 
plasms. Donatp K. Hrsss, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Meng, C. M., and Chen, H. I.: The Association of 
Intrathoracic Lesions with Bone and Joint 
Tuberculosis. A Study of 100 Cases. J. Bone & 
Joint Surg., 1935, 17: 552. 

The authors reviewed roo cases of their own and 
cases reported in the literature to determine the 
frequency of intrathoracic lesions in cases of bone 
and joint tuberculosis. All of their patients except 
1 were Chinese. Their average age was twenty-two 
and six-tenths years. Sixty-six per cent had dis- 
charging sinuses. In the cases of 96 per cent the 
diagnosis of tuberculosis was proved by pathological 
examination. Seventy-eight per cent showed evi- 
dence of intrathoracic lesions, and of these, 47 per 
cent had pulmonary tuberculosis. 

The authors therefore believe that there is a close 
relation between intrathoracic lesions and bone and 
joint tuberculosis, and that more attention should be 
paid to intrathoracic infection as a probable primary 
focus. They emphasize that treatment should not 
be discontinued as soon as the peripheral lesions 
have been eliminated. Pau C. Cotonna, M.D. 


Rutishauser, E., Broccard, R., and Bianchi, M.: 
How Soon After the First Injection of Para- 
thormone, Glucose, or Lead Salts Do the First 
Signs of Osteitis Fibrosa Appear? (A quel 
moment aprés la premiére injection de parathor- 
mone, de glucose, ou de plomb voit-on apparaitre 
les premiers signes d’ostéite fibreuse?). Presse méd., 
Par., 1935, 43: 789. 

The authors have produced osteitis fibrosa in 
guinea pigs—the endogenous form by injecting 
parathyroid and thyroid gland preparations, and 
the exogenous form by giving metallic salts, glucose, 
and other substances which produce acidosis. 

In one experiment parathyroid tissue obtained 
from a man killed in an accident was grafted under 
the periosteum of the femur of a guinea pig. Within 
ten hours a slight generalized osteoclasis was 
noticeable. This was no more marked at the site 
of the graft than elsewhere. When the procedure 
was repeated on a rat the same result was observed. 
The bone changes were only temporary. By the end 
of eighteen hours they had disappeared. 

Within an hour after the injection of any of the 
preparations an increase in the blood calcium and 
phosphates could be easily detected. This change 
was followed by the appearance of the osteoclasis. 
Four or five hours after the injection a distinct 
change in the staining character of some of the cells 
of the endosteum and of those on the borders of the 
haversian canals was apparent. Various forms of 
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osteoclasts could be differentiated in the haversian 
systems and endosteal region. Some were fusiform, 
some had a single nucleus, and some were multi- 
nuclear. Some apparently absorbed the bone and 
others were inactive. In general, the bone metabo- 
lism and histological aspects of the absorption were 
the same after injections of parathormone, lead salts, 
or glucose, but it is difficult to say whether the 
mechanism of their production was identical. 

The time at which the changes in the serum cal- 
cium appear varies in different species of animals. 
In the dog they are noted after four hours, and in the 
cat, after a few minutes. 

In man, the injection of parathyroid hormone is 
followed by diminution of the phosphorus of the 
blood with the exception of the lipoid-soluble form. 
In animals, injections of thyroid hormone and the 
implantation of thyroid tissue has not been found to 
produce skeletal changes. 

In conclusion the author calls attention to the 
necessity of differentiating between the osteitis 
fibrosa of Recklinghausen and Paget’s disease. 

WILitAM ARTHUR CLarRK, M.D. 


Bernabeo, E.: Parathyroidectomy and Reckling- 
hausen’s Disease (Paratiroidectomia e morbo di 
Recklinghausen). Clin. chir., 1935, 11: 309. 


The author reports a case of Recklinghausen’s 
disease in which no parathyroid adenoma was found 
on surgical exploration, but a good result was ob- 
tained following the extirpation of two normal para- 
thyroids. He then discusses the symptoms, patho- 
genesis, and therapy of Recklinghausen’s disease. 

Peter A. Rost, M.D. 


D’Harcourt, J., and D’Harcourt, M.: A Contribu- 
tion to the Study of Volkmann’s Ischemic Con- 
tracture (Contribucién al estudio del sindrome de 
contractura isquemica de Volkmann). Medicina, 
Madrid, 1935, 6: 237. 

This article is based on the cases of twenty-seven 
children and two adults with Volkmann’s ischemic 
contracture. In the children the condition followed 
supracondylar fractures of the humerus; in one 
adult it developed after a Colles fracture; and in the 
other adult, it affected the extensor muscles of the 
foot following a fracture of the leg. The authors 
present a comprehensive discussion of the pathology, 
theories of origin, symptoms, diagnosis, prophylaxis, 
and mechanical and operative methods of treatment. 

They state that various intrinsic and extrinsic 
factors contribute to the development of the syn- 
drome—an increase of carbon dioxide in the tissues 
consequent to the edema; anoxemia; and an accu- 
mulation of lactic acid in the muscles which causes 
permanent contracture and eventual death of the 
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muscle cells. The predominant factors vary in dif- 
ferent cases. In some cases the condition is caused 
by external mechanical conditions. In others, 
especially those of unreduced supracondylar frac- 
tures, the pressure of a large hematoma is re- 
sponsible. The rarity of paralysis of peripheral 
nerves makes it probable that direct compression 
of the muscles plays the decisive réle. Vascular 
factors are much less important than is usually 
thought. Although trophic changes are usually 
present, the theory of a sympathetic origin is not 
supported by the findings of experimental investi- 
gations. It is probable that sympathetic disturb- 
ances only contribute to the complex lesion. 

At operation, the authors have constantly found 
arterial contraction due to irritation of the peri- 
vascular plexus. In the course of experiments for 
other purposes they have occasionally produced 
massive necrosis of a limb by very high ligation 
without extirpation of the lumbar sympathetic 
chain. When progressive ligations with fascia were 
made according to MacNealy’s method, a condition 
resembling Volkmann’s contracture sometimes oc- 
curred. They state that the supplementary circula- 
tion of a limb takes place principally through the 
muscles of the limb, and compression of the small 
collateral arteries by edema greatly hinders the 
vicarious circulation through the muscles. The 
syndrome will occur in any muscle subjected to 
direct compression, intrinsic or extrinsic, which is 
followed by pressure necrosis and aggravated by de- 
pression of the blood and nerve supply. 

In discussing the prophylaxis of Volkmann’s 
ischemic contracture the authors stress particularly 
prevention of the formation of large hematomas and 
avoidance of circular pressure and exaggerated 
hypercorrection in fractures around the elbow. They 
state that continuous elastic traction on the fingers 
should be begun immediately when it is found that 
the condition does not yield to simple measures. 
They have devised a simplified form of the Bie- 
salskky-Mommsen apparatus. This consists es- 
sentially of a curved rod which is attached to the 
dorsum of the wrist and terminates in a crossbar on 
which five rings are hung by rubber bands. The 
rings are bound to the fingers by adhesive tape and 
the tension is regulated by means of the bands. 

In a case of Volkmann’s contracture of the leg 
the authors performed a periarterial sympathectomy 
of the anterior tibial artery. The subjective and 
objective improvement was marked. They have 
repeatedly practised external neurolysis on the 
median and ulnar nerves. According to their ob- 
servations, lesions of the median nerve respond 
better than lesions of the ulnar nerve. The latter 
respond very unfavorably. They have tv.-:2 tried 
Bailey’s procedure of moving down the origins of the 
epitrochlear muscles, but the results were not 
good. In old contractures in which flexion of the 
wrist dominates the picture, cuneiform resection is 
indicated. Complete extension of the fingers by 
means of Z-form tenoplasties is impossible. 
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The operation on the upper limb which is most 


* logical and least traumatizing and has given the 


best results in the authors’ cases is the ingenious 
procedure of Juaristi. This consists in elongating one 
group of flexors in the forearm at the expense of the 
other, thus converting them into a single group of 
sufficient length to overcome the contracture. The 
superficial group is divided just above the wrist and 
the deep layer 5 or 6 cm. higher. The proximal 
segments of the superficial muscles are sutured to 
the distal ends of the deep muscles, and at the same 
time the fingers are placed in extension. In muscular 
retraction in other situations, operations to diminish 
the muscular tension by shortening the bones are 
indicated. This type of operation is not justifiable 
in the upper extremity, but may be very serviceable 
in the foot. In a case of Volkmann’s syndrome of 
the leg the authors removed the proximal phalanges 
of all the toes, attaining a perfect functional result 
without affecting the stability of the foot. 

The article is illustrated by sketches, diagrams, 
photographs, and photomicrographs, and is fol- 
lowed by a bibliography. M. E. Morse, M.D. 


McMurray, T. P.: Osteo-Arthritis of the Hip 
Joint. Brit. J. Surg., 1935, 22: 716. 


This article deals especially with the treatment 
and end-results in a series of eighty-nine cases of 
osteo-arthritis of the hip joint treated during the 
past fifteen years. 

The average age of onset of the condition was 
fifty-three years in bilateral cases and thirty-four 
years in unilateral cases. In several of the unila- 
teral cases it was possible to demonstrate the occur- 
rence of a lesion such as osteochondritis (Legg-Calvé- 
Perthes) or partial slipping of the epiphysis earlier in 
life. Alteration in the shape of the femoral head 
from any cause predisposes to osteo-arthritis of the 
hip joint. Metastatic infection is probably of etio- 
logical importance in bilateral cases and trauma in 
unilateral cases. The two types are quite similar in 
their clinical symptoms and show only minor mor- 
phological differences. Roentgen examination dis- 
closes a loss of joint space due to thinning of the 
articular cartilage. In bilateral cases the head is 
usually normal in shape, but in unilateral cases 
it is flattened on top so that the top of the neck and 
the top of the head are on the same level. 

The usual methods of physical therapy give only 
temporary relief from the subjective symptoms. 
When bone changes are present, permanent relief 
can be obtained only from surgery. Manipulation 
to increase the range of motion may be indicated in 
some cases. Of twenty-seven of the author’s cases 
in which it was tried, it failed completely in nine and 
gave only temporary relief in seven. Successful 
results require free active motion four times a day 
after the manipulation. Treatment by rest and 
protection of the joint gives relief, but is usually 
followed by recurrence of the pain and disability 
after a few months or years. The operative pro- 
cedures employed most frequently are: (1) arthro- 
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plasty, (2) pseudarthrosis, or the formation of a 
joint close to, but not at, the original joint site, 
(3) arthrodesis, or complete destruction and stiffen- 
ing of the joint, and (4) osteotomy to change the 
weight-bearing line—the bifurcation operation. 

Arthroplasty was done in seven of the author’s 
cases. In five, the results were so disappointing that 
the patients readily agreed to a second operation for 
arthrodesis. In the two others the patients were 
satisfied with the improvement although the results 
were not perfect. 

The cases for which pseudarthrosis is indicated are 
those with bilateral ankylosis in adduction and those 
in which the lumbar spine is stiff. This operation 
was done in four of the reviewed cases with good 
results as regards motion, but with the sacrifice of 
some stability. A large portion of the neck and 
upper end of the femoral shaft is removed and the 
trochanter re-attached to the head and remaining 
portion of the neck. The shaft is then set under the 
trochanter where a false joint will be formed. 

The most satisfactory of all surgical procedures 
for the relief of unilateral arthritis of the hip is 
arthrodesis. The extra-articular method should be 
combined with the intra-articular method. The 
head of the femur should be removed and completely 
denuded of all articular cartilage before it is replaced 
in the acetabulum. A bone graft should be turned 
down from the wall of the ilium and laid across the 
joint. In six of the author’s seventeen cases in 
which arthrodesis was performed, bony union failed. 
In all of these six the operation was performed by 
the intra-articular method only. Pain in the hip 
is relieved when bony ankylosis is obtained, but in 
a few cases pain develops in the lumbar region be- 
cause of the extra-function placed on the lumbar 
spine by the stiff hip. 

The Lorenz bifurcation operation consists in mak- 
ing an oblique osteotomy of the femur just above 
the lesser trochanter, slanting upward from without, 
and then displacing the shaft inward and slightly 
upward. The shaft unites in this new position after 
four or five months in plaster, and the change in the 
weight-bearing line is easier on the hip joint. For 
patients who are poor surgical risks, this is the 
operation of choice as it can be done in fifteen or 
twenty minutes with minimal shock. In twelve of 
the author’s fifteen cases in which it was done the 
results were excellent. In three, they were poor 
because the shaft was not properly displaced after 
the osteotomy. WILLIAM ARTHUR CLARK, M.D. 


Spaulding, H. V.: The Traumatic Knee. Ann. Surg., 
1935, 102: IIS. 


Of 146 knee-joint operations, 12 were performed 
for fractured patella, 12 for joint mice, and 83 for 
lesions of the semilunar cartilage. Four patients 
required a second operation because of lesions over- 
looked at the first operation. In 1 case there was an 
extra-articular infection. 

For fracture of the patella the author advises 
early surgery with an incision below the line of 
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fracture, no irrigation of the joint, and the use of 
absorbable suture material (kangaroo tendon). He 
states that delay of operation is indicated only when 
there are skin abrasions. 

Following a discussion of the mechanism of 
meniscus injury, Spaulding says that the essentials 
for the diagnosis of such injury are a history of 
sudden violence of a twisting type with the knee in 
flexion followed by pain and effusion with or with- 
out locking, marked tenderness at the site of the 
lesion, lack of response to physical therapy, and 
later a flexion defect due to muscle atrophy. Roent- 
gen examination shows nothing abnormal. 

Tears in the internal lateral ligament are rarely 
complicated by fluid in the joint and never cause 
locking. They are accompanied by localized ten- 
derness and by pain which is increased by abduction 
of the leg with the knee extended. 

Locking caused by a foreign body can often be 
diagnosed by palpation and usually by roentgen 
examination. 

Three other knee conditions sometimes producing 
symptoms are osteo-arthritis dissecans, which can 
be diagnosed by roentgen examination; tears of the 
crucial ligaments, which are due to severe violence 
and allow anteroposterior mobility of the flexed 
knee; and pinched fat tabs (Hoffa’s disease), which 
can be diagnosed by exclusion. 

Meniscal lesions should be operated upon as soon 
as they are diagnosed. Physical therapy is contra- 
indicated. At operation, a tourniquet is not neces- 
sary. A small bloodless incision should be made 
and the intra-articular structures handled gently. 
In the author’s cases a circular cast is applied for 
four days. On the seventh day the sutures are 
removed and gentle passive motion is begun. The 
patient is discharged from the hospital at the end of 
two weeks. The average period of disability is from 
six to ten weeks. CHESTER C. Guy, M.D. 


Darrach, W.: Internal Derangements of the Knee. 
Ann. Surg., 1935, 102: 129. 


Internal derangement of the knee may be due to 
one or more of several pathological conditions. The 
latter include loosening, tearing, and fraying of the 
menisci, disorders of the synovia, the lateral and 
crucial ligaments, and the periarticular structures, 
and loose bodies in the joint. The patient with an 
internal derangement of the knee usually complains 
of attacks of pain in the knee and locking, slipping, 
catching, or giving way of the joint. These attacks 
occur suddenly and are followed by more or less 
swelling. The history is usually about the same 
regardless of the nature of the lesion. It should be 
taken carefully and a thorough examination should 
be made. An accurate differential diagnosis is dif- 
ficult. It should be remembered that swelling of the 
knee following injury is due to an effusion of blood. 
Effused blood is nearly always found on aspiration 
and indicates that some structure has been torn. 

Of the author’s cases, operation disclosed a single 
lesion in 25 per cent, two lesions in 25 per cent, and 
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three or more lesions in 50 per cent. Darrach dis- 
approves of the small buttonhole incision with only 
the removal of a meniscus. He urges the use of a 
larger incision and as thorough inspection of the 
joint as possible. He states that operation is often 
postponed too long. 

As the stability of the knee depends mainly on the 
action of the thigh muscles, the tone of these muscles 
must be maintained. The patient should practice 
contracting the thigh muscles before the operation 
on the knee and should be urged to start active use 
of the knee as soon as possible after the operation. 
The author applies no cast after the operation and 
often has his patients walking in a week. As he does 
not believe that the crucial ligaments are of much 
value in maintaining the stability of the joint, he 
makes no attempt to repair them when he finds 
them torn. CuEsTER C. Guy, M.D. 


Casini, A.: Malpighian Epithelioma on an Old 
Osteomyelitic Focus of the Tibia—So-Called 
Adamantinoma of Fischer? (Epitelioma mal- 
pighiano su antico focolaio osteomielitico della tibia 
—cosi detto adamantinoma di Fischer?). Policlin., 
Rome, 1935, 42: sez. chir. 338. 


The case reported was that of a man fifty-five 
years old. At the age of seven years the patient suf- 
fered a compound fracture of the tibia and fibula. 
Infection developed at the site of the fracture, but 
the wound closed by the end of the seventh month. 
A year after the accident there appeared on the 
anterior aspect of the leg a small ulceration from 
which a small quantity of purulent material exuded. 
After a time the ulcer healed spontaneously. Five 
years later the patient suddenly noted a sense of 
heaviness in the leg associated with a deep, dull pain 
which was most pronounced at night. The leg then 
increased in size and a large ulcer developed. 

The general findings on examination were essen- 
tially negative, but on the anterior aspect of the right 
leg there was a large ulcerated area extending from a 
point three fingerbreadths below the knee to a point 
four fingerbreadths above the tibiotarsal articula- 
tion. The ulcer was ovoid with its long axis directed 
longitudinally. Its margins were raised and indur- 
ated. Its base was occupied by thick, fleshy masses 
and in certain places was covered with a grayish 
exudate. Bleeding occurred easily. 

Roentgenograms disclosed a marked deformity of 
the tibia and fibula with hypercalcification,oblitera- 
tion of the bone-marrow cavities, and, in the region 
of the middle third of the tibia, an excavation of the 
bone about the size of a lemon which occupied the 
anterolateral aspect of the shaft and extended prac- 
tically through its entire thickness. 

A piece of a fleshy vegetation was removed for 
biopsy. Histological examination revealed a typical 
malpighian epithelioma. On the basis of this finding 
the leg was amputated. The patient made an un- 
eventful recovery. 

In discussing the case the author expresses the 
opinion that the development of malignancy may 
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have been favored by the chronic inflammation 
accompanied by destruction of cellular elements, 
the toxic action of micro-organisms, changes in the 
physicochemical properties of the tissue, or a com- 
bination of these factors. 

The neoplasm had many of the characteristics of 
the adamantinoma of the tibia described by Fischer 
and others as a rather benign tumor which develops 
locally and does not tend to form metastases al- 
though it has a tendency to recur locally. Casini 
believes that the term “adamantinoma” should be 
restricted to tumors developing in the jaw. 

RicHarp E. Soma. 
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Erlacher, P. J.: The Radical Operative Treatment 
of Bone and Joint Tuberculosis. J. Bone & 
Joint Surg., 1935, 17: 536. 

In his discussion of the radical operative treat- 
ment of bone and joint tuberculosis Erlacher 
emphasizes that the condition is not a primary 
disease of the bones and joints but a metastatic 
condition from an old and persistent focus, and that 
its course is extremely chronic. He believes that the 
lesion is treated most satisfactorily by radical 
surgery. This form of treatment has three advan- 
tages: it zives reasonable certainty of healing the 
tuberculous lesion and terminating the infection as 
soon as possible; it permits maximal preservation of 
function; and its cost is commensurate with the 
results and not prohibitive. 

The ideal surgical treatment is eradication of the 
focus. Resection, which may be performed late in 
the disease, is justified only in the cases of adults. 
Arthrodesis is fundamentally unsatisfactory as it 
merely compromises with the tuberculosis and does 
not eradicate it. While extra-articular arthrodesis 
may be useful in isolated cases, the author con- 
demns it. Osteotomy may be of value to improve 
the function of a part by correcting its position. 

The author bases his conclusions on a series of 276 
cases. In 110 the lesions were circumscribed, the 
type which he believes should be removed radically. 

Paut C. Cotonna, M.D. 


Radulesco, A. D.: Curved Osteotomy of the In- 
nominate Bone as Treatment for Ankylosis of 
the Hip in Poor Position (L’ostéotomie courbe de 
l’os coxal comme traitement del’ankylose de la hanche 
vicieusement consolidée). Presse méd., Par., 1935, 
43: 822. 


The ideal procedure for ankylosis of the hip is 
restoration of motion by arthroplasty. As arthro- 
plasty is contra-indicated in cases of ankylosis fol- 
lowing tuberculosis, various methods of osteotomy 
for correcting poor position have been proposed. 
Those most commonly used are the subtrochanteric 
linear osteotomy (Gant), the cuneiform osteotomy 
(Whitman), and circular osteotomies. However, in 
marked flexion deformities all of these osteotomies 
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result in an anterior angulation of the fragments 
which may cause disturbance of the nerve trunks or 
the blood vessels. 

To prevent such disturbances the author does an 
osteotomy in the pelvic bone just above the joint. 
An incision is made over the trochanter and the skin 
and fat flap turned upward. To expose the aceta- 
bulum and the ankylosed head of the femur the 
trochanter is sawed off and turned upward with its 
muscle attachments. With a curved chisel the 
osteotomy is then made around the roof of the aceta- 
bulum, outside the joint. When the block of bone 
surrounding the head is free the deformity is cor- 
rected. Any open spaces remaining are filled in 
with bone grafts obtained in the region of the os- 
teotomy. The tissues are then sutured back in 
place and a plaster cast is applied. To facilitate 
walking, a stirrup may be added to the cast. The 
cast is left on for from eight to twelve weeks, de- 
pending on the age of the patient and the degree of 
the deformity. 

This operation, which is not difficult, gives results 
superior to those of femoral osteotomy. It is per- 
formed preferably under local anesthesia. 

WILttAM ARTHUR CLARK, M.D. 


Del Torto, P.: The Treatment of Congenital Club- 
Foot (Il trattamento del piede torto congenito). 
Ann. ital. di chir., 1935, 14: 113. 


The author reviews the cases of 215 patients 
representing 344 clubbed feet. 

In the cases of infants who had not begun to walk 
the treatment consisted principally of manual 
modeling of the foot and the application of a re- 
tention bandage. At about the age of three months 
plaster splints are used easily. 

In the cases of children from ten months to two 
years of age the treatment was the same as in the 
first group plus the occasional performance of 
fasciotomy and tenotomy. 

The cases presenting the greatest variation in the 
indications for treatment are those of children from 
two to six years of age. In many of the reviewed 
cases in this group forced manipulation was done 
under anesthesia, but more often the foot was 
operated upon for correction and then maintained 
in plaster splints. 

In the cases of patients from seven to ten years 
old, the age at which the skeleton is beginning to 
take definite form, tenotomy and operations on the 
ligaments were performed more frequently and 
osseous plastics were done occasionally. 

In the cases of patients eleven years of age and 
older the treatment was almost exclusively surgical. 
The operation preferred was cuneiform tarsectomy. 

The author states that at all ages the treatment 
must be continued until the patient is able to pro- 
nate and dorsiflex the foot. Until then the foot must 
be held with plaster or a splint in a hypercorrected 
position. The treatment may require several 
months and sometimes several years. The majority 
of poor results are attributable to too early removal 
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of the plaster splints. Supervision is advisable even 
after an apparent cure. A. Louts Rost, M.D. 


Bugyi, I.: Radical Operation for Hallux Valgus 
(Ueber die Radikaloperation des Hallux valgus). 
Chirurg, 1935, 7: 137- 


Operative procedures for the correction of hallux 
valgus may be classified into four groups according 
to whether they attack the bone, the joint, or the 
soft parts or a combination of these parts. At the 
time that Kirschner was director at the Tuebingen 
Clinic, very good results from simple chiseling off of 
the exostosis by the Schede method were reported 
from that clinic. However, Bugyi prefers resec- 
tion of the head of the first metatarsal bone by the 
method of Hueter. His method differs slightly from 
that of Hueter in that he does not scrape away the 
cartilaginous surface. This variation was suggested 
by Leonte. Hueter sought bony union between the 
phalanx and the stump of the metatarsal, whereas 
Bugyi seeks the gradual development of a new 
joint. Bugyi’s technique is as follows: 

Local anesthesia is induced and the bursa and 
overlying skin are excised. If possible, opening of 
the bursa is avoided in order to prevent infection. 
The joint is opened and the head of the metatarsal 
is skeletonized. The head is then removed with a 
Gigli saw and the medial edge of the stump is 
smoothed with a Luer cutting forceps. The peri- 
osteum of the stump is then cut around and scraped 
off toward the periphery to prevent the formation of 
exostoses about the edge of the stump. The capsule 
of the joint and the skin are closed by suture. No 
plaster-of-Paris dressing or splint is applied. The 
toe is held in the desired position by means of a 
bandage. After ten days the dressing is changed. 
After fourteen days the patient is permitted to 
stand on the foot, wearing an “ordinary sandal” 
with the usual inlay for flat-foot. 

Of thirty-one cases reviewed, the operation was 
done on both feet in twenty-five and on one foot in 
six. Twenty-eight of the patients replied to follow- 
up letters. Nine stated that they were quite satis- 
fied with the result; fourteen, that the condition 
was considerably better; and five, that they were 
dissatisfied with the result. The dissatisfied pa- 
tients were of the asthenic type and had undergone 
the operation for cosmetic reasons rather than because 
of pain or occupational disability. Bugyi concludes 
that in the cases of such patients the Schede opera- 
tion should be done first and if severe pain, pro- 
nounced bone changes, or advanced deformity occur 
after that procedure, the Hueter operation may be 
done later. (PLENz). JOHN W. BRENNAN, M.D. 


FRACTURES AND DISLOCATIONS 


Dunlop, J.: Traumatic Separation of the Medial 
Epicondyle of the Humerus in Adolescence. 
J. Bone & Joint Surg., 1935, 17: 577: 


The author discusses separations of the median 
humeral epicondyle on the basis of fifteen cases 
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which have come under his observation in the last 
four years. He believes that the productive mecha- 
nism is a pulling away of the epiphysis by muscle 
action followed by breaking open of the joint from 
the side and, if progressive, a giving way of the bone 
structures to the lateral side. In one of his cases in 
which the displacement was slight, closed reduction 
was satisfactory. 

For most cases, Dunlop advises operation with 
suture of the bone fragment in as good a position as 
possible. 

He reports several cases and presents illustrative 
roentgenograms. BARBARA B. Stimson, M.D. 


Lupacciolu, G.: Fracture of the Cervical Spine from 
the Standpoint of Roentgenological Investiga- 
tion (Fratture del rachide cervicale all’indagine 
radiologica). Radiol. med., 1935, 22: 529. 


The author emphasizes the necessity of checking 
the roentgen findings in cases of suspected fracture of 
the cervical spine by careful consideration of the 
clinical history and the findings of physical examina- 
tion. He points out that especially the first and 
second cervical vertebre frequently show congenital 
variations and developmental failures which may 
be easily interpreted as traumatic lesions. 

He emphasizes also the importance of an exact 
technique in roentgenography of the cervical spine, 
particularly as regards the first and second verte- 
bre. He states that an anteroposterior roentgeno- 
gram should be taken through the open mouth and a 
lateral roentgenogram taken with the patient sit- 
ting, a 2-meter focal distance being used. 

After tracing the development of the first and 
second cervical vertebre he reviews cases of atlas 
and axis fractures reported in the literature, dis- 
cusses the mechanism of the various types of frac- 


tures with and without luxation, and reviews the 
bony and articular anatomy of the first and second 
cervical vertebra. The anatomy and physiology of 
the rest of the cervical spine are discussed in some 
detail with particular reference to the intervertebral 
disks, and the various types of reported fractures 
and luxations of the cervical spine are analyzed with 
regard to their mechanism and with regard to the 
roentgen findings, including the changes secondary 
to damage to the disks. To illustrate the. various 
points in the discussion the eleven cases coming 
under the author’s observation are reported with 
roentgenograms. 
The article is followed by a bibliography. 
BARBARA B. Stimson, M.D. 


Mills, G. P.: A Modification of Whitman’s Treat- 
ment for Fracture of the Neck of the Femur. 
J. Bone & Joint Surg., 1935, 17: 679. 


In order to make the Whitman spica lighter and 
less cumbersome and to prevent troublesome stiff- 
ness of the knee the author has devised a modifica- 
tion of the Whitman treatment. Under general 
anesthesia a Kirschner wire is driven through the 
femur at the upper part of the condyles, tightened, 
and fastened to the “horseshoe” or yoke. Reduction 
is accomplished while an assistant maintains trac- 
tion by means of the horseshoe. A plaster spica is 


then applied from the mid-thoracic region to the- 


level of the femoral condyles on the sides. This 
incorporates the wire and posteriorly is about 3 in. 
higher to allow knee flexion. When the patient is 
placed in bed the foot is allowed to rest on a stool 
and is supported by a sling attached to the yoke to 
prevent footdrop. Movement of the knee and ankle 
is possible after application of the cast. 
Barbara B. Stimson, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Edwards, E. A.: The Treatment of Varicose Veins: 
Is Systemic Disease a Contra-Indication? J. Am. 
M. Ass., 1935, 104: 2077. 


The author reports a study made to determine 
whether it is dangerous or unwise to treat patients 
suffering from systemic diseases such as diabetes, 
syphilis, and diseases of the heart, lung, and kidneys 
by the injection of sclerosing agents with or with- 
out ligation. One thousand consecutive patients, 
treated for varicose veins in the Circulatory Clinic 
of the Boston City Hospital were studied. Seventy- 
five of the patients had a preliminary ligation. All 
were treated by the injection of quinine and urethane 
or sodium morrhuate, and a few by the injection of 
solutions of sodium chloride and dextrose, or invert 
sugar. 

Three hundred and seventy-five (37.5 per cent) 
of the patients suffered from at least one complicat- 
ing serious systemic disease which, according to pre- 
vious criteria, would have contra-indicated the 
treatment. Aside from syncope, there were only 
three reactions, all in women. In one case the reac- 
tion consisted of vomiting and dizziness, and in two 
cases, of uterine bleeding. 

The author states that a consideration of the 
pharmacology of the substances injected suggests 
no contra-indication to their use in the presence of 
systemic disease. He believes that the relief of pain 
incident to varices, ulcers, and phlebitis, and of the 
infection present at least in ulcers may be of very 
definite value in the treatment of heart disease, 
hyperthyroidism, tuberculosis, and diabetes. 

He concludes that the results obtained in the 
cases reviewed suggest that the injection treatment 
of varicose veins may be safely employed even in 
the presence of conditions in which it was previously 
considered contra-indicated. No bedfast patient 
should be injected for varices. During pregnancy, 
the treatment of individual segments of varices that 
are large and painful is desirable and safe provided 
the use of oxytocic substances is avoided. Sodium 
morrhuate appears to be the solution of choice. 

HERBERT F. Tuurston, M.D. 


Bernabeo, V., and Novara, L.: The Results of Total 
Arterial Obstruction: An Experimental Study 
(Sulle consequenze delle ostruziono arteriose totali- 
arie: studio sperimentale). Arch. ital. di chir., 1935, 
39: 731. 

The possibility of permanently occluding the 
entire arterial system of a limb with a radiopaque 
substance which will not injure the vessel walls or 
other tissues opens the way for research on the effect 
of purely mechanical obliteration of arteries. In 


this article, the first of a series, the authors report a 
study of the method and the results of such ob- 
struction. 

In nine dogs, ligation of the femoral artery was 
done after the injection of from 7 to 12 c. cm. of a 
29.60 per cent aqueous solution of barium sulphate. 
In two dogs, the same procedure was followed by 
ligation of the femoral vein. In the control dogs, 
simple ligation of the femoral artery at its origin was 
done. 

In the control dogs only a slight hypotonia of the 
leg resulted, and function was regained within a few 
days. In the cases of both groups of experimental 
dogs roentgenograms taken from one to two hours 
after the injection showed obstruction throughout 
the territory of the femoral artery. Microscopic 
examination demonstrated that the blocking was 
purely mechanical and not due to secondary throm- 
bosis, and that it extended to the smallest branches. 
Complete obstruction of the femoral artery and its 
branches was followed in two or three days by 
moist gangrene of the limb which was rapidly 
fatal. Occlusion of the artery with concomitant 
ligation of the femoral vein caused mummification 
of the leg which was compatible with long survival. 

The authors conclude that the gangrene is the 
direct and exclusive result of an arterial occlusion 
which prevents the establishment of a collateral 
circulation. It is initiated by local asphyxia and 
favored by the venous dilatation. There is a con- 
stant relationship between the extent of the ob- 
literation and the possibility of the development of a 
collateral circulation. The time necessary for the 
development of gangrene is related also to the 
density of the barium suspension. When the sus- 
pension is thin, gangrene does not occur or appears 
very slowly. 

Obstruction by an inert substance is the most 
satisfactory method of obliterating an arterial field 
The next step is the study of the effect of sympa- 
thectomy following this procedure. 

The article includes protocols of the experiments, 
roentgenograms, and photographs, and is followed 
by a bibliography. M. E. Morse, M.D. 


Mainzer, F., and Jéel, W.: Periarteritis Nodosa as 
a Manifestation of Sepsis Lenta Due to the 
Streptococcus Viridans. (Periarteriitis nodosa 
als Ausdruck einer Sepsis lenta—Streptococcus 
viridans). Acta med. Scand., 1935, 85: 397. 

In the case of periarteritis nodosa reported, the 
condition began after a severe throat infection, ran 
a mild course for three years, and then flared up 
and caused death after three months. Streptococcus 
viridans was found in the throat smears during the 
initial pharyngitis, was cultured from the blood 
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during life, and was found in a biopsy specimen of a 
subcutaneous nodule. The disease involved the cen- 
tral nervous system, peripheral nerves, heart, periph- 
eral arteries, kidneys, pancreas, liver, and bowel. 
The clinical picture resembled that of endocarditis 
lenta. 

On the basis of this case and the cases reported 
in the literature, the authors conclude that peri- 
arteritis nodosa is usually due to a streptococcus 
infection. Leo M. Zimmerman, M.D. 


Goldsmith, G. A., and Brown, G. E.: Pain in 
Thrombo-Angiitis Obliterans: A Clinical Study 
of 100 Consecutive Cases. Am. J. M. Sc., 1935, 
189: 8109. 

The authors state that the symptom of thrombo- 
angiitis obliterans which most frequently leads the 
patient to consult a physician is pain. In go of 100 
consecutive cases pain was the initial symptom. In 
the study reported in this article the authors en- 
deavored to ascertain and classify, the types of pain 
and to determine their frequency and the mechanism 
by which they are produced. 

The pain in occlusive vascular disease includes: 
(1) that arising from the blood vessels themselves, 
(2) that attributable to the ischemia of tissue, includ- 
ing the nerves, and (3) that attributable to infection. 
Pain arising from the blood vessels may be caused by 
spasm, stretching, or inflammation, while pain 
attributable to the ischemia of tissues is probably 
the result of ischemia of the nerves. 

In the 100 consecutive cases of thrombo-angiitis 
obliterans reviewed 2 major types of pain were noted: 


(x) pain brought on by exercise such as that of inter- 
mittent claudication and phlebitis, and (2) pain 


occurring during rest. The pain occurring during 
rest was further classified as pretrophic and trophic 
(the latter resulting from ulcers or gangrene), that 
due to inflammation such as arteritis or phlebitis, 
that due to acute occlusion with extensive ischemia, 
that due to ischemic neuritis, that due to vasospasm, 
and that due to unclassified causes. The pain of 
claudication is apparently the result of some chemi- 
cal substance formed during muscular contraction 
when the blood supply is deficient. Intermittent 
claudication occurred in 98 of the authors’ 100 cases 
and marked the onset of the symptoms of the dis- 
ease in 75. Ischemia of the large nerve trunks 
causes true ischemic degenerative changes in the 
nerve fibers. The pain of ischemic neuritis is fairly 
characteristic in that it occurs with rest and in the 
absence of trophic lesions, and usually follows the 
sudden closure of one of the larger arteries of the 
limb. In ischemia there is no pain in the resting 
muscle; pain occurs only with exercise and is known 
as claudication. 

The differentiation of the types of pain in cases of 
occlusive disease of the blood vessels is of impor- 
tance from the standpoint of treatment. The relief 
of pain is a paramount problem. With the advance- 
ment of the recognition of the basis of pain treat- 
ment has become more effective. The use of the 
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newer tissue extracts (Roth) employed in the treat- 
ment of the pain of claudication has resulted in 
increased range of activity in a high percentage of 
cases. More effective control of the pain resulting 
from ulcers and gangrene has been obtained by rest, 
immersion of the affected parts in mild non-irritating 
solutions such as boric acid, the local use of anes- 
thetic solutions, the induction of fever by foreign 
proteins, and occasionally section of the sensory 
branches of the peripheral nerves. 

Sympathetic ganglionectomy has a definité field 
of usefulness in the prevention of recurring ulcers, 
but is not carried out for the relief of pain. The pain 
of phlebitis and arteritis can frequently be controlled 
by roentgen therapy. Control of the pain of ischemic 
neuritis is at present a major problem. No entirely 
effective treatment is known. However, the milder 
forms are self-limiting and can be controlled with 
mild analgesic drugs or alcohol by mouth and treat- 
ment with the roentgen rays over the lumbar portion 
of the spinal column. In several cases of the severe 
forms of neuritis, chordotomy has been performed. 

In conclusion the authors state that a decrease in 
the incidence of amputation in cases of thrombo- 
angiitis obliterans has been brought about largely 
by the effective treatment of pain. 

HERBERT F. Tuurston, M.D. 


Lioy, D.: An Experimental Study of Carotid-Sub- 
clavian Anastomoses (Studio sperimentale sull 
’anastomosi carotide-succlavia). Arch. ital. di chir., 


1935 39: 797- 


Lioy carried out carotid-subclavian anastomosis 
in dogs by the Carrel technique to determine its 
feasibility, the best method, the functional and 
anatomical results, and the clinical application of 
the procedure. The carotid was ligated just below 
the bifurcation and the jugular vein was also tied 
off. The proximal end of the carotid was anasto- 
mosed to the peripheral end of the subclavian at the 
point of election, which was just beyond the scalenus 
anticus muscle. After intervals ranging from ten 
days to two months the animals were killed and the 
anastomoses studied by macroscopic and micro- 
scopic examination. The technique is described in 
detail and the protocols are given 

The procedure was entirely successful in nine of 
the ten animals. In one dog a septic thrombosis 
occurred. There were no cerebral symptoms and no 
vascular or nervous disturbances in the limb. His- 
tologically, the anatomoses healed normally. 

These experiments demonstrate that carotid-sub- 
clavian anastomosis can be carried out in animals 
with good immediate and remote results. In man, 
the chief indications for the operation are an occlud- 
ing thrombus of the first part of the subclavian due 
to cervical rib; wounds of the first portion of the 
artery which are not easily repaired by suture or 
plastic operations; aneurisms; and all other intrinsic 
or extrinsic lesions which would require resection of 
the first portion of the artery with serious conse- 
quences to the arm. 
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The article is supplemented by photographs, dia- 
grams, and a bibliography. M. E. Morse, M.D. 


Kux, E.: So-Called ‘‘Traumatic Thrombosis’’ of 
the Arm and Axillary Veins (Zur sogenannten 
“traumatischen Thrombose” der Arm- und Achsel- 
vene). Beitr. z. klin. Chir., 1935, 161: 286. 


Kux reports four cases of thrombosis of the arm or 
axillary veins, the sequela of traumatic thrombosis 
in the leg, direct trauma, or excessively strenuous 
work. In all four the clinical picture was the same. 
The condition was manifested by swelling and en- 
largement of the circumference of the arm, formica- 
tion, a sensation of coldness, easy fatigability, 
bluish-red discoloration, and a cord-like appearance 
of the veins. No emboli occurred under conservative 
treatment although the latter was continued for a 
rather long time. 

Following a review of the various theories regard- 
ing the etiology of the condition which have ap- 
peared in the literature, Kux states that in his 
opinion the purely traumatic thrombosis is due to 
a tear in the intima, perhaps combined with com- 
pensated cardiac failure, and the thrombosis follow- 
ing over-exertion to hindrance of the flow of blood 
from the affected part caused by the over-exertion 
and favored by the associated labored breathing. 
He calls attention to the fact that all of the four 
patients whose cases he reports were heavy smokers. 

(BLUMENSAAT). Harry A. SALZMANN, M.D. 


Wertheimer, P., and Frieh, P.: Venous Throm- 
boses, Arterial Obliterations, and Gangrene of 
the Limbs (Thromboses veineuses, oblitérations 
artérielles et gangréne des membres). Presse méd., 
Par., 1935, 43: 1004. 


The authors call attention to the importance of 
disturbances of the venous circulation in pathological 
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conditions of the blood vessels. They state that the 
term “obliterating thrombo-angiitis” should not be 
limited to Buerger’s disease. In some cases at least, 
venous thrombosis produces arterial phenomena 
such as changes or suppression of the arterial pulsa- 
tions suggesting arteriospasmodic vasoconstriction. 
The earliest symptom of phlebitis occurring in the 
lower extremities is hyperpulsation of the femoral 
artery. 

It is difficult to determine the part played by 
arterial disturbances in the symptoms and develop- 
ment of thrombophlebitis. Certain factors of age or 
milieu may favor the development of ischemic 
phenomena. Gangrene may develop on the basis of 
a venous obliteration. 

Besides thrombophlebitis with arterial symptoms 
it is necessary to consider the venous complications 
of arteritis. These are the grave complications which 
contra-indicate conservative measures and necessi- 
tate sacrifice of the limb. 

The authors report in detail cases which show 
how acute venous thrombosis may simulate arterial 
obliteration, the difficulty in determining the part 
played by the arterial and venous circulation in the 
development of certain subacute thromboses, and 
the development of gangrene on the basis of venous 
obliteration. 

They suggest that these observations may permit 
a new therapeutic orientation. They cite cases from 
the literature in which symptoms suggesting arterial 
embolism or arteritis were found at operation to 
have been due to venous thrombosis. 

In conclusion the authors say that because of the 
favorable results produced by paravertebral infil- 
tration in beginning phlebitis, it appears possible 
that this intervention might be found beneficial also 
in concomitant arterial spasm. 

Epira SCHANCHE Moore. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Charbonnier, A.: Getting the Patient Out of Bed 
Early After Abdominal Surgery (La méthode du 
lever précoce en chirurgie abdominale). Rev. méd. 
de la Suisse Rom., 1935, Pp. 402. 


The procedure discussed was introduced into 
France by Chalier who described it as a combination 
of methods put in operation by the surgeon before, 
during, and after the surgical intervention to allow 
the patient to become ambulant after the second to 
fifth postoperative days and to obtain a more rapid 
as well as a more certain recovery. By 1933 Chalier’s 
cases in which this procedure was followed had 
increased from 150 to 740 without major accidents. 
The operations included appendectomies, operations 
on the biliary tract and stomach, and hysterectomies, 
removal of fibroids and ovarian cysts, and other 
gynecological procedures. 

Charbonnier has used the method to his entire 
satisfaction after all types of abdominal operations 
since July, 1931. In this article he directs attention 
to some of the more important points originally 
stressed by Chalier, adds observations from his own 
experience, summarizes his results, and gives a brief 
history of each of his 112 cases. He believes that 2 
of his patients were not suitable for the method. 
One of them was suffering from purulent cholecysti- 
tis with intestinal obstruction and the other from 
extreme cachexia due to malignancy. The former 
recovered after partial eventration and the latter 
died after a more complete eventration. In 8 cases 
there was pleural or pulmonary congestion of some 
degree, but in all but 1 this developed soon after the 
operation, before the patient had been allowed up. 
Eight patients developed a stitch abscess, hematoma, 
or suppuration of the abdominal wound, but there 
were no serious sequele from these complications. 

Attention is called to the fact that the incidence 
of phlebitis and embolism is very low when the de- 
scribed method is used. This is probably explained 
by the prevention of venous stasis. 

The patient must be hospitalized a full day be- 
fore the operation. In the author’s cases saline 
solution and glucose are given to improve nutrition 
or relieve dehydration. If possible, exercises are 
given to increase pulmonary ventilation and im- 
prove the peripheral circulation. Patients subject 
to respiratory infection are treated with vaccines. 

Careful attention is paid to asepsis, hemostasis, 
and closure of the wound. After the operation, 
saline solution and water are given in large quan- 
tities. To combat shock, the foot of the bed is 
raised on wooden blocks. The wound is dressed 
tightly and an abdominal binder then applied. 


On the first day after the operation the attendant 
aids the patient in making®#pedalling movements 
with the legs. This exercise is preceded or followed 
by an alcohol rub. The patient is encouraged also to 
raise himself by grasping a trapeze suspended above 
the bed and to take deep breathing exercises. 

On the second postoperative day the movements 
are increased and intestinal peristalsis is stimulated 
by rectal lavage. 

On the third day the exercises include hanging the 
legs over the edge of the bed and semi-solid food is 
given. 

At the visit of the surgeon on the fourth day, if the 
condition of the abdomen, the pulse, and the tem- 
perature are satisfactory, the patient is carried to his 
chair and allowed to sit with his feet resting on the 
floor for from one-half to one hour. 

On the fifth day he is allowed to walk to the chair 
and to sit in it for two or three hours if his condition 
is satisfactory. 

On the sixth day he is permitted to walk about the 
room. 

On the ninth day walking up and down stairs is 
begun. 

Between the twelfth and fifteenth days the pa- 
tient is permitted to return to his home if he is able 
to be out of bed most of the time walking about or 
engaged in light tasks. 

In cases in which there is extensive infection or 
drainage from the abdomen or vagina the patient 
is kept in bed for from fifteen to twenty days. In 
cases of operation for hernia he is kept in bed until 
the twelfth day because of the friability of the tissues 
and the ease with which hematomas are formed. 

In cases of cardiac, renal, or hepatic deficiency, 
those of prolonged postoperative shock, and those 
with severe hemorrhage the described routine is 
contra-indicated. 

Charbonnier believes that early ambulant treat- 
ment is a step forward in surgical treatment as it 
will be found beneficial in at least 50 per cent of 
cases in which an abdominal operation is performed. 
For successful results it must be employed judiciously 
and carried out carefully. 

The article is followed by a bibliography. All of 
the references except 1 are from the French litera- 
ture. Marsu W. Poote, M.D. 


Oggioni, G.: The Influence of Surgical Trauma on 
the Genesis of Postoperative Pulmonary Com- 
plications (L’influenza del trauma chirurgica nella 
genesi delle complicazioni polmonari postopera- 
torie). Clin. chir., 1935, 11: 460. 


After briefly reviewing the literature on the in- 


cidence and pathogenesis of pulmonary complica- 
tions following various types of surgery, the author 
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reports experiments which he carried out on rabbits 
to answer the following questions: 

1. What are the types of postoperative reactions 
in the lung? 

2. Are these reactions related directly to the 
character and magnitude of the surgical interven- 
tion? 

3. Do they predispose to subsequent broncho- 
pulmonary complications? 

Many operations of different types were per- 
formed, and after forty-eight hours the lungs were 
removed and studied histologically. The reactions 
were found to consist essentially of diffuse paren- 
chymatous congestion, broncho-alveolar hyper- 
secretion, and partial pulmonary collapse. Thicken- 
ing of the interalveolar septa, whether due to 
capillary engorgement or to peri-alveolar muscular 
contractions, caused the lung to become completely 
atelectatic in places. There seemed to be a constant 
parallelism between the gravity of the operation and 
the intensity of the pulmonary reaction. The reac- 
tions appeared to be due to a simple reflex of a 
nervous or vasomotor nature which was propor- 
tional to the stimulus. It was found also that the 
reactionary changes in the parenchyma of the lung 
definitely predisposed to later invasion of the 
changed area by bacteria already present in that 
area or circulating in the blood stream. 

A. Louts Rost, M.D. 


Snyder, H. E.: Postoperative Pulmonary Atelecta- 
sis. A Report of Eleven Cases. Ann. Surg., 1935, 
102: 5. 

The author reports that in 1,276 cases representing 
operations of all types the incidence of postoperative 
atelectasis was 0.86 per cent. In a period of three 
years it was possible to lower the incidence of this 
complication from 1.52 to 0.37 per cent. The in- 
cidence after abdominal operations was 1.59 per 
cent. The author reviews various theories as to the 
cause of the condition, describes the signs and symp- 
toms, and reports 11 cases in detail. 

In discussing the prophylaxis of postoperative 
atelectasis he says that the possibility of this com- 
plication should be borne in mind especially in the 
cases of patients who are poor risks. The condition 
develops as frequently after local and spinal anes- 
thesia as after ether anesthesia. Before and after 
operation sedatives should be given in moderation. 
During operation, pressure on the chest should be 
avoided. Ten per cent carbon dioxide should be 
administered during spinal anesthesia and for five 
minutes at the end of local or general anesthesia. 
Following abdominal operations carbon dioxide and 
oxygen should be given 3 or 4 times daily for forty- 
eight hours. The position of the patient should be 
changed every three or four hours after operation. 
Deep breathing should be encouraged. Dilatation 
of the stomach should be prevented by using the 
nasal tube at the first indication of gastric distention. 

In the 11 reported cases the patient was rolled 
back and forth on the uninvolved side and percus- 
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sion applied over the involved lung. Carbon dioxide 
and oxygen were used in conjunction with the 
postural method of treatment. When other methods 
fail, undiluted whiskey may be of value in stimu- 
lating cough and expectoration. Bronchoscopic 
aspiration of the obstructing mucous plug may also 
be considered. 

The author believes that the procedure outlined 
by him for the prevention of postoperative ate- 
lectasis was responsible for the decrease in the in- 
cidence of this complication in his cases and should 
make postoperative pulmonary atelectasis a negli- 
gible factor in surgical morbidity and mortality. 

ROBERT ZOLLINGER, M.D 


Frimann-Dahl, J.: Postoperative Roentgen Exami- 
nations. 2. Postoperative Pulmonary Emboli 
(Postoperative Roentgenuntersuchungen. 2. Post- 
operative Lungenembolien). Acta chirurg. Scand., 
1935, 76: Supp. 36. 

Roentgen studies were made in a series of fourteen 
cases of postoperative pulmonary emboli immedi- 
ately after the first symptom and then at intervals 
of one or two days. The findings were positive in 
every case. Roentgen examination permits earlier 
diagnosis than clinical examination alone and yields 
valuable information regarding the course of the 
condition. 

In mild cases with only slight hemoptysis the 
roentgen findings are transitory. They are prob- 
ably due, not to true hemorrhagic infarcts, but to 
areas of local reactive inflammation and hyperemia. 
Larger emboli produce changes of longer duration 
which may persist for several weeks. These are 
manifested in the roentgenograms by dense, charac- 
teristic triangular or circular shadows which are 
usually localized in the base of the lung with the 
apex toward the hilus. They frequently leave 
pleural adhesions and are often complicated by the 
formation of exudates. 

Systematic postoperative roentgen examinations 
revealed no instances of pulmonary atelectasis or 
latent pulmonary embolism. 

LEo M. ZIMMERMAN, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Harkins, H. N.: Experimental Burns. I. The Rate 
of Fluid Shift and Its Relation to the Onset of 
Shock in Severe Burns. Arch. Surg., 1935, 31: 71- 


A graphic method of recording the local accumula- 
tion of fluid in cases of burns is presented. This 
accumulation begins at the time of the burn and 
continues with decreasing rapidity until death. 
Accompanying the collection of fluid there is an 
increase in the concentration of the blood as shown 
by an increase in the percentage of hemoglobin and 
the hematocrit readings. After most of the fluid has 
accumulated a fall in blood pressure sets in and con- 
tinues rapidly until death occurs in a state of 
secondary shock. 
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The findings of the author’s experiments are in 
general agreement with those of workers who ad- 
vanced the hypothesis that local loss of fluid from 
the blood vessels into the burned tissues is a factor 
in the production of shock and that the shock is 
secondary. The described method of recording the 
accumulation of fluid shows that the method of pro- 
ducing burns which was used in the experiments 
caused a quite rapid accumulation. In several 
experiments more than half of the ultimate amount 
of fluid collected in an hour. The total amount of 
fluid shift was not so great as that reported by some 
observers, but this may have been due to its rapid 
formation. The concentration of the blood as shown 
by the increase in the percentage of hemoglobin and 
the hematocrit reading was roughly proportionate 
to the loss of fluid, but the blood pressure remained 
near normal until death approached and then fell 
rapidly. STANLEY J. SEEGER, M.D. 


Kunz, H.: The Treatment of Traumatic Wounds 
and Their Sequelz (Behandlung traumatischer 
Wunden und ihrer Folgezustaende). Wien. med. 
Wcehnschr., 1935, 1: 372. 


Of great importance in the treatment of traumatic 
wounds were the researches of Friedrich of Leipzig. 
From experiments on animals carried out in 1898, 
Friedrich concluded that an infected wound can be 
rendered practically free from bacteria by thorough 
excision of the wound edges in the first six hours and 
therefore, after the excision, can be closed in the 
same way as an aseptic operative wound. This con- 
clusion, which at first was disputed, is today gen- 
erally accepted. Recently Magnus stated that 
primary excision of the wound within from six to 
eight hours followed by immediate suture has be- 
come a standard procedure in traumatic surgery. 
However, the basic rule of Friedrich cannot be fol- 
lowed indiscriminately since in some cases, such, for 
example, as those in which wound excision cannot 
be done radically, primary suture may be very dan- 
gerous. 

Surgical treatment of the wound is always indi- 
cated in cases in which the clinical picture suggests 
an injury of deep organs or an opening of body 
cavities, since only by such treatment is it possible 
to determine the presence of deep injuries definitely. 
To this group belong cases of injury to nerves and 
tendons, penetrating wounds of the skull, chest, and 
abdomen, and injuries in the region of joints. 

In the treatment of injuries in the region of joints 
the phenol-camphor-alcohol solution of Chlumsky 
is of value. Treatment of the wound with anti- 
septics is of secondary importance to surgery. Tinc- 
ture of iodine, balsam of Peru, hydrogen peroxide, 
Pregl’s iodine solution, Albrecht’s halogen solution, 
ar per cent solution of rivanol, and similar anti- 
septics are sometimes found of considerable value. 
On the other hand, the so-called deep antisepsis has 
proved unsatisfactory. 

With regard to the treatment of bullet wounds 
the author says that conservative treatment is suf- 
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ficient as a rule in cases of simple through-and- 
through wounds, but in cases of tangential gunshot 
wounds, grenade and shrapnel wounds, gunshot 
injuries with a ragged entrance or exit wound, and 
gunshot fractures, surgical treatment is indicated. 

As a rule, wound excision possibly followed by 
primary suture can be carried out under local anes- 
thesia. However, in cases of very extensive wounds 
and in the presence of shock, general anesthesia may 
occasionally be necessary. Treatment of the wound 
should be delayed until the patient has recovered 
from the shock of the injury as much as possible. 
Of chief importance in the after-treatment is im- 
mobilization of the injured part, especially in cases 
of joint injuries. With regard to the prophylactic 
injection of tetanus antitoxin there are no generally 
applicable rules. The danger of tetanus is greatest 
in cases of wounds contaminated with dirt, wounds 
sustained in agricultural work, and wounds pro- 
duced by wood splinters. Bite wounds, burns, and 
lesions resulting from freezing are also to be re- 
garded as dangerous. 

With regard to the measures which should be 
taken for the prevention of gas gangrene there is 
considerable difference of opinion. On the basis of 
the findings of experimental research and his own 
clinical experience the author believes that gas- 
gangrene prophylaxis is of some value. So far as 
already established wound infection is concerned, 
it must be admitted that no noteworthy advances 
have been made in recent times. The old methods— 
incision and drainage—still prevail. All of the 
methods which promised to take the place of these 
simple surgical measures have failed to meet ex- 
pectations. This applies to the passive congestion 
treatment as well as the use of the various anti- 
septic solutions and the Besredka antivirus. Open 
treatment of the wound in conjunction with con- 
tinuous irrigation is of some value, as is also the old 
water bed of Hebra. Recently Loehr’s treatment 
with cod-liver oil salve with or without a plaster 
dressing has attracted attention. In pyogenic gen- 
eral infections the opening of all discoverable foci of 
infection supplemented by as early as possible re- 
peated blood transfusions may be regarded as the 
most effective treatment. In the treatment of 
already developed tetanus energetic serum therapy, 
saturation of the system with antitoxin, is of great 
importance. Of the symptomatic drugs, avertin has 
proved of value. In manifest gas gangrene, very 
energetic surgical treatment with extensive and 
numerous incisions extending into normal tissue and 
possibly amputation should be given and supple- 
mented by energetic serum therapy. 

(MAXIMILIAN HrrscH). Harry A. SALZMANN, M.D. 


Albert, B.: Accidents to the Hand and Arm (Unfaelle 
der Hand und des Armes). Rozhl. Chir. aGynaek. C. 
chir., 1935, 14: 3. 

Of 3,688 injuries occurring at the Bata factory in 

the period from November 28, 1933, to July 16, 

1934, 2,284 (61.9 per cent) involved the hand. 
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Ninety-five and seven-tenths per cent were due to 
mechanical causes and 4.3 per cent to thermal or 
chemical causes. The mechanical injuries were sus- 
tained by machine workers. The most severe types 
were caused by machines with a pressure action. On 
an anatomicopathological and physiological basis 
the injuries may be classified as follows: 

1. Injuries of the skin and subcutaneous tissues. 
In the treatment of such injuries the first duty of the 
surgeon is the prevention of infection. In the opera- 
tive treatment the shape and course of the operative 
scar must be considered. For the replacement of skin 
the skin of the hand should be used if possible as 
skin from other parts of the body is not so suitable. 
In cases of burns, complete immobilization is essen- 
tial for good results. 

2. Injuries of the motor apparatus (muscles, 
tendon, nerves). In the author’s opinion, such 
injuries should not be treated so conservatively as 
suggested by Boehler and Iselin. Primary suture 
should be done. The digital nerves of the hand are 
small and their suture is usually unsuccessful. 

3. Vascular injuries. These do not present any 
particular problem in treatment. The anatomy 
must be kept in mind. The author describes the 
ulnar and median routes into the depths of the palm 
by which the deep arterial arch may be reached with- 
out injuring the synovial sheath or the flexor ten- 
dons. He states that traumatic edema of the dor- 
sum is believed to be of neurogenic origin. 

4. Injuries of bones and joints. Fractures occur 
most often in the scaphoid bone and next most 
often in the semilunar bone. Injuries to the meta- 
carpal and phalangeal bones present no difficulties 
to the surgeon. In injuries causing disability the 
best functional stump should be sought. It is still 
undetermined whether this is best attained at the 
primary operation or by later plastic operations. 

Of importance in the treatment of hand injuries 
is recording of the duration of the treatment and the 
disability. Treatment without bandaging and with 
immobilization for from one to three weeks con- 
siderably shortens the period of healing. 

(Vipui¢Ka). Jacos E. Kiern, M.D. 


Abel, J. J., Hampil, B., and Jonas, A. F., Jr.: Re- 
searches on Tetanus. III. Further Experiments 
to Prove That Tetanus Toxin Is Not Carried in 
the Peripheral Nerves to the Central Nervous 
System. Bull. Johns Hopkins Hosp., Balt., 1935, 
56: 317. 

The authors succeeded in injecting otherwise 
strikingly effective doses of tetanus toxin into the 
sciatic nerve of a dog without producing local 
tetanus in any of the muscles innervated by that 
nerve or symptoms of tetanus anywhere in the body. 
The same amount of toxin or even a smaller amount 
injected intramuscularly or subcutaneously into a 
leg of a control animal or the leg of the experimental 
animal opposite the’leg whose sciatic nerve received 
the toxin |always produced local tetanus of a pro- 
nounced type after the usual period of incubation. 
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The deductions drawn from the experiments are 
summarized as follows: 

Experiment A. Tetanus toxin can be injected in 
doses of 1/50 to 1/17 M.L.D., and perhaps more 
into the trunk of a mixed nerve without producing 
either a localized action on the muscles innervated by 
it or a central action. The toxin is not carried to the 
central nervous system by way of the peripheral 
nerves, but is transported into the blood stream by 
way of their neural lymphatics. 

Experiment B. Tetanus toxin can be injected 
intravenously in even larger quantities than used in 
Experiment A without inducing either a localized 
action on muscles or symptoms of a central action. 
When such moderate amounts are injected intra- 
venously, the blood stream fails to retain enough of 
the toxin to pass the brain-blood barrier to reach the 
motor areas of the central nervous system. Only 
blood-borne toxin can evoke the central, or reflex, 
convulsive type of tetanus. 

Experiment C. Equal or even much smaller 
amounts of toxin than were used in Experiments A 
and B with entirely negative results tetanize 
muscles in a striking manner when they are injected 
into the substance of the muscles. 

Experiment D. It is deduced, with respect to 
peripheral action, that tetanus toxin acts very 
powerfully in a direct and specific manner on all 
voluntary muscles with intact motor nerve termi- 
nals. The action of the toxin is as strictly peripheral 
as that of curare. 

Taking into consideration all of the data given in 
this article and in two preceding articles, together 
with the deductions drawn from them, the authors 
conclude that, insofar as the toxin is absorbed by the 
hemal and more especially the lymphatic capillaries 
at the site of the natural infection in tetanus, it can 
be carried to the various tissues of the body, in- 
cluding those of the central nervous system, only by 
way of the arterial blood stream. 

WALTER H. Napier, M.D. 


Meleney, F. L., and Meleney, H. E.: Gangrene of 
the Buttock, Perineum, and Scrotum Due to 
Endameba Histolytica: Report of a Case. Arch. 
Surg., 1935, 30: 980. 

The patient whose case is reported was a fifty-one- 
year-old Chinese male with a previous history of 
diabetes who was admitted to the Presbyterian 
Hospital, New York, with the following history: 

During the preceding two years he had lost from 
40 to 50 lb. in weight and had had periods of bloody 
diarrhea which came on every two or three months 
and lasted for about two weeks. One month before 
his admission he noted a small, firm, tender lump 
just to the right of the anus. This gradually increased 
in size and became more tender. Ten days before 
his admission, the entire area “burst” and dis- 
charged large quantities of foul-smelling pus and 
détritus. : 

At the time of his admission his temperature was 
ror degrees F. and his pulse 100. The urine showed 
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a 4+ content of sugar, acetone, and diacetic acid. 
The hemoglobin content of the blood was 25 per 
cent. Except for the local lesion, the findings of 
physical examination were not significant. On the 
right buttock there was a large foul-smelling ulcera- 
tion extending from the upper margin of the sacrum 
down to the upper third of the thigh, outward to 
the great trochanter of the femur, inward to the 
anal region, forward along the whole length of the 
intergluteal fold to the perineum, and upward into 
the right groin. At the lower margin of the lesion 
on the thigh and in the groin there was a strip of 
gangrenous skin firmly adherent to the margin of 
living skin and fairly sharply demarcated from the 
latter. The lower margin of the scrotum on the 
right side was also undermined, and the right margin 
of the scrotum was gangrenous. 

Emergency treatment to combat acidosis and 
hyperglycemia and to increase the body fluids and 
hemoglobin was administered. On the fourth day 
after the patient’s admission, complete excision of 
the lesion was done and the raw surface was dressed 
with zinc peroxide. Twenty-four hours later the 
foul odor had disappeared. Three days after the 
operation, the pathological report of the biopsy 
established the presence of endameba histolytica in 
the tissues of the wound. The stools were then 
examined and found to contain actively motile 
amebas. A course of anti-amebic treatment was 
given for two weeks. Three days after the institution 
of this treatment the stools became negative for 
amebas and thereafter remained negative. The 


wound granulated rapidly. On the twenty-first day 


half of the area was covered with Reverdin grafts. 
The remaining area was covered from four to eleven 
days later. The patient left the hospital fifty-three 
days after the primary operation. Ten days later 
the wound was practically healed. 

The only organisms present were found in the 
slough beneath the gangrenous skin. When the 
overgrowth of bacillus proteus had been destroyed 
by heat, only a green aérobic streptococcus sur- 
vived. No anaérobic or micro-aérophilic bacteria 
could be found. Pathological study of excised tis- 
sue revealed essentially an invasion of the sub- 
cutaneous connective tissue and fat by amebas. A 
sharp line of demarcation was present between the 
tissues undergoing disintegration and practically 
normal tissue. Along the line of demarcation 
amebas were seen. 

Clinically and bacteriologically the condition is to 
be differentiated from other forms of chronic infec- 
tious gangrene, especially the so-called progressive 
postoperative synergistic gangrene described by 
F. L. Meleney. In the latter, the dead skin and sub- 
cutaneous slough are adherent all around the margin 
of the lesion. There is no undermining of the edges 
of the skin. The outer margin of the gangrene is 
crenated. The skin beyond the gangrene area is raised 
from the surface and purplish, and this zone is 
surrounded by a brilliant red zone from 1 to 3 cm. 
wide which gradually fades off into normal skin. 
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The lesion is excruciatingly tender. In the case 
reported in this article there was relatively little 
gangrene of the skin and the line of demarcation was 
relatively smooth and sharply outlined, the margin 
of skin outside the gangrene was not raised, there 
was no red zone, and the wound was not extremely 
tender. The margin of the skin elsewhere was 
extensively undermined, and the granulating base 
of the ulcer was rough and shaggy with necrotic 
tissue adhering to it. Bacteriological study con- 
firmed the differentiation since, in the synergistic 
type of gangrene, the essential organism, the mi- 
cro-aérophilic non-hemolytic streptococcus, may be 
found in pure culture in material from just outside 
the margin of the gangrene and is associated with 
the staphylococcus aureus in the gangrene. 
A bibliography is appended to the article. 
ARTHUR S. W. Tourorr, M.D 


ANESTHESIA 


Killian, H.: The New Divinyl Ether, Vinethen (Der 
neue Divinylaether, Vinethen). 50 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1935. 


Attempts to improve ether narcosis by chemical 
means have been made for a long time. In 1924, 
Leake and Chen carried out comparative studies on 
various saturated and unsaturated ethers. They 
found divinyl ether the most promising. The au- 
thor’s experiments with a methyl-ethyl ether, the 
only gas-forming ether, were unsuccessful. The 
narcotic action of this substance was too slight. 
Studies of ethyl chloride demonstrated that a liquid 
with a boiling point above zero but lower than the 
body temperature may induce narcosis like a true 
gaseous narcotic. Vinethen has a boiling point of 
27 degrees C., which explains its close relation to 
gaseous narcotics. It is very difficult to prepare. 
The substance has 2 double bonds in the molecule, is 
very labile, and shows a tendency to disintegrate. 
To the original solution 3.5 per cent alcohol to pre- 
vent freezing of the narcosis apparatus and a stabil- 
izer are added. The ether has an odor between that 
of ethylene and that of ethyl ether. It is more volatile 
than ethyl ether, has a specific gravity of 0.77, and 
fluoresces readily on the addition of the stabilizer. 
Pharmacological investigations carried out by Amer- 
ican investigators showed it to have a 5 to 7 times 
stronger effect than ordinary ether, but studies of 
its toxicity carried out by Brandis have not confirmed 
this finding. Both its narcotic effect and its toxicity 
approach the narcotic effect and toxicity of ethyl 
ether. Its anesthetic effect as compared with 
that of ether is given by Americans as 1:2.5. In 
fact it shows no noteworthy difference experimen- 
tally or clinically from ordinary ether. Clinically 
there was an apparent inadequacy due to the 
extremely rapid diffusion of the substance. Experi- 
mental tests for liver injury made on normal animals, 
animals intoxicated with chloroform, and fasting 
ahimals were negative, as were also numerous simi- 
lar clinical studies. 
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Clinically, the new ether has great advantages. 
As in the use of the true gaseous narcotics, the intake 
and the elimination occur very rapidly, the period 
of intoxication is very brief, recovery from the nar- 
cosis occurs quickly, and nausea and vomiting are 
very rare. This ether may be administered by the 
drop method and mixed with oxygen. Anoxemia 
should be avoided. For rausch narcosis the usual 
drop administration at a rate of from 60 to 80 drops 
per second is sufficient. In contrast to the use of 
ethyl chloride, the stage of tolerance may be reached 
immediately. Good relaxation is sometimes obtained 
in from three to five minutes. Drop narcosis should 
not be continued for more than thirty minutes. For 
operations requiring a longer time and an admixture 
of oxygen, which is more economical, the limit is one 
hour because accidents have occurred with very long 
narcosis and in the cases of patients with liver 
disease. In America, limitation of the narcosis to 
one and a half hours has proved satisfactory. 

The new ether may be used also to supplement 
other narcotics. It has been employed in all types 
of surgical and gynecological conditions. In Amer- 
ica, England, and Germany several thousand anes- 
thesias have been induced with it; in Germany alone 
about 1,000; and in the Freiburg Clinic about too. 
In some cases there has been observed a transitory 
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darkening of the blood, due apparently to temporary 
overdosage. It is necessary to become accustomed 
to the new technique. The diffusibility of the sub- 
stance is very great. The narcosis can be controlled 
better than that induced with the ordinary ether. 
Serious accidents have occurred in only 5 cases. Of 
4 deaths, 2 occurred at the Johns Hopkins Hospital, 
Baltimore, during the experimental period in cases 
of liver injury and 1 in 1934 from overdosage with 
respiratory failure. The author lost a patient from 
acute yellow atrophy of the liver after divinyl ether 
narcosis lasting two hours. This patient had unrec- 
ognized liver injury before the operation. 

According to the results thus far, the new ether 
may be employed for rausch and full anesthesia only 
for a limited time (up to one hour). Its use for 
anesthesia of longer duration must be postponed 
until the problem of toxicity has been cleared up. 
It is not known whether decomposition products of 
the ether—possibly aldehydes, peroxides, formic 
acid, or the added stabilizer—are responsible for the 
harmful effects. Even if vinethen is proved usable 
only for short anesthesias, it will be of value as a 
substitute for ethyl chloride. The superiority of 
rausch narcosis induced with divinyl ether over that 
induced with ethyl chloride is so great that it cannot 
be denied. (KILLIAN). Jacos E. Kiet, M.D. 
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ROENTGENOLOGY 


Gilbert, R., Junet, R., and Kadrnka, S.: The Re- 
action of the Liver and Spleen to Roentgen Ir- 
radiation After the Intravenous Injection of 
Thorotrast (Comportement du foie et de la rate 
vis-a-vis des radiations de roentgen aprés introduc- 
tion intraveineuse de thorotrast). Acta radiol., 
1935, 16: 445. 


In experiments on rabbits the authors injected 
colloidal thorium intravenously and then irradiated 
the hepatic and splenic regions with the roentgen 
rays. Of the control rabbits, some were subjected 
only to the irradiation and others only to the injec- 
tions. 

The cells with thorium granules appeared much 
more quickly in the splenic follicles in the animals 
irradiated with a dose of 1,800 r (simple fractiona- 
tion) than in the non-irradiated controls. The 
passage of the thorium particles out of the reticulo- 
endothelium into the lymph of the splenic follicles 
was also hastened by the irradiation. In the liver, 
the acceleration of filtration of the thorium par- 
ticles was less striking. 

In some of the rabbits, irradiation of the liver 
with a dose of 2,800 r (protracted fractionation) 
after the injection of colloidal thorium produced 
cellular changes of a much higher grade (vacuoliza- 
tion of the liver cells) than in the non-injected con- 
trols (transparency of the cells). The presence of 
thorium in the stroma (Kupffer cells) also appeared 
to sensitize the liver cells to roentgen irradiation 
(additional secondary irradiation from the metal 
particles). No similar effect could be discovered in 
the spleen following the same dose of thorium. 


Timpano, M.: The Blood Changes Occurring in the 
Course of Roentgen Therapy With Large Frac- 
tionated and Protracted Doses (Modificazioni 
ematologiche nel corso di roentgenterapia secondo 
la tecnica delle alte dosi frazionate e protratte). 
Radiol. med., 1935, 22: 579. 


From a study of the blood in twenty-five cases in 
which Coutard’s technique of roentgen irradiation 
was used, Timpano concludes that this method 
causes more marked changes in the blood than other 
methods. However, the changes, which occur 
chiefly in the leucocytes, are only transitory, and 
restitution is usually well under way before the 
course of treatment is finished. By the end of two 
months after termination of the treatment the 
leucocytes have reached their normal permanent 
values. As a rule, however, there is a slight leu- 
copenia. In all of the cases reviewed the clinical 
tolerance of the treatment was excellent. About half 
way through the course of treatment improvement 
in the condition was generally apparent. 


This © 


seems to indicate that subsequent injury from the 
changes in the number and character of the leuco- 
cytes (particularly lymphopenia) is compensated 
for by the changes produced by the treatment at the 
site of the pathological process. 

Timpano believes that the changes observed are 
a good index of the result to be expected from the 
treatment, since in cases with a favorable prognosis 
restitution of the blood elements, especially the 
lymphocytes and the leucocytes in general, is 
prompt and complete. EucEnE T. Leppy, M.D. 


Teneff, S., and Stoppani, F.: The Effect of Irradia- 
tion on the Lymph Glands and the Lymphatic 
Circulation (L’influenza delle irradiazioni sulle 
linfoghiandole e sulla circolazione linfatica). Radiol. 
med., 1935, 22: 768. 


The authors report experiments on dogs and 
guinea pigs in which they studied the effects of 
roentgen irradiation on the lymph glands and 
lymphatic circulation, paying special attention to the 
effect on the reticulo-endothelial cells, the changes in 
the lymphatic tissue, and the circulation of the lymph 
through the irradiated glands. They made histo- 
logical examinations of the glands, some of which 
they injected with India ink, and also made roent- 
genograms, using colloidal thorium by a special 
method of their own. The protocols of the experi- 
ments are supplemented with photomicrographs and 
roentgenograms. Small, moderate, and large doses 
of irradiation were used. 

It was found that small doses brought about an 
increase in the pigment-storing function of the 
reticulo-endothelial cells of the lymphatic glands; 
moderate doses decreased this function considerably ; 
and large doses not only abolished it completely but 
entirely destroyed the cells. Small doses did not 
have any effect on the lymphatic cells and follicles, 
but as the doses were increased the cells and follicles 
showed distinct signs of injury until finally they were 
destroyed. The glands remained normally per- 
meable to the lymphatic circulation with small 
moderate, and large doses even when there was con- 
siderable destruction of tissue. 

Auprey Goss Morcan, M.D. 


Overgaard, K.: Experimental Studies on the Com- 
bined Heat-Roentgen Therapy of Malignant 
Tumors (Experimentelles ueber kombinierte Wa- 
erme-Roentgentherapie boesartiger Tumoren). Acta 
radiol., 1935, 16: 461. 


Experiments carried out by the author on animals 
showed that combined heat and roentgen therapy 
had an especially favorable effect on implanted 
tumors which was decidedly more favorable than 
the effect obtained by heat treatment or roentgen 
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treatment alone. The explanation for this effect is 
unknown. The combined treatment appeared to be 
most successful when the roentgen therapy pre- 
ceded the diathermy. When one of these treatments 
was used alone, such large doses were necessary that 
considerable injury of the surrounding areas of 
healthy tissue could be avoided only by the greatest 
care. The combined treatment seemed to have the 
great advantage of exerting a powerful destructive 
effect on the tumor with only a slightly injurious 
effect on the surrounding healthy tissue. In other 
words, the electively destructive effect on the tumor 
was more powerful than that of either of the treat- 
ments alone. 

It was found that roentgen irradiation and heat 
therapy noticeably inhibited cell division of a cul- 
ture of fibroblasts, but differed in their mode of 
action. Under roentgen irradiation, the cells of the 
fibroblast culture showed no new mitoses, but al- 
ready existing mitoses were very little affected. 
Under treatment with moderate heat, no effect on 
the power of forming mitoses was apparent, but the 
mitoses were not formed normally, the transition 
from metaphase to anaphase being blocked. Under 
treatment with greater heat, conditions were more 
complicated. Under combined roentgen and heat 
therapy, a combination of reactions characteristic 
of the effects of both types of treatment was ob- 
served. Louis NEuwELT, M.D. 
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Picchio, C.: Tumors of the Sacrum from the 
Roentgenological Point of View (I tumori del 
sacro dal punto di vista radiologico). Radiol. med., 
1935, 22: 738. 


In a review of the abundant material of the 
Victor Emmanuel III National Institute for the 
Study and Treatment of Cancer the author found 
only four cases of primary tumor of the sacrum— 
one of chordoma, one of chondrosarcoma, one of 
osteogenetic sarcoma, and one of embryonic tumor 
of the adenocarcinomatous type. He reports these 
cases in detail with roentgenograms and photo- 
micrographs. They all showed osteolytic changes 
in the bones of the sacrum. In some of them irregular 
new-formation of bone tissue occurred. 

The majority of tumors of the sacrum are metas- 
tases from distant organs, particularly the breast. 
The different appearances of these metastatic tumors 
are shown by roentgenograms. 

The differential diagnosis is often extremely dif- 
ficult. Pictures similar to those of tumor may be 
produced by osteoporosis, chronic osteomyelitis, 
Paget’s disease, osteomalacia, osteopsathyrosis, and 
tuberculous caries with abscesses and fistule. 
Moreover, some pelvic metastases, instead of pre- 
senting the picture of rarefaction, show that of con- 
densation. In the final diagnosis the clinical findings 
must always be taken into consideration. 

AupDREY Goss Morcan, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Fitchet, S. M.: The Etiology of Congenital and 
Hereditary Deformities. New England J. Med., 
1935, 213: 164. 

The author reviews the work of the principal 
investigators in the field of genetics from the time of 
Mendel (1822-1884) to date, citing facts which sug- 
gest a physiological basis for congenital deformities. 

Mendel demonstrated that inherited character- 
istics are determined by genetic units, the chromo- 
somes. Morgan advanced the concept of the gene 
as the genetic unit. Painter demonstrated cross- 
bandings on the chromosome which were shown by 
Bridges to be edges of solid disks extending clear 
through the chromosome. These disks are sub- 
divided into small particles and even single mole- 
cules which may be genes or gene-bearers. In bits of 
chromosome material with a diameter as small as 
sixteen millionths of an inch there is room for 
several genes. 

By dislocating a few of these genes mutations in 
the organism can be produced. This suggests that 
the position of the gene or gene group and its inter- 
action with its neighbor may be of great importance. 
While genes may be entirely dislocated without 


causing death, the gene-deficient individual will 


show abnormalities. This seems to explain the 
eventual production of club-foot in mice after 
exposure to the X-rays, which was accomplished by 
Bagg. 

If the basis of congenital deformities is a damaged 
or dislocated gene of a complex chromosome, the 
damaging or dislocating agent may be: (1) in- 
fection, (2) a metabolic deficiency, (3) a mechanical 
injury, (4) a thermal or chemical factor, or (5) 
some unknown agent. CLARENCE C. REED, M.D. 


Berendes, J.: Granuloma Gangraenescens (Granu- 
loma gangraenescens). Muenchen. med. Wchnschr., 
1934, 2: 2005. 

The author reports the case of a man thirty-one 
years old who complained of slight pain in the region 
of the left eye and left frontal area and a marked dis- 
charge from the left side of the nose. After two 
months, edema of the left eyelid appeared and fever 
developed. Operation revealed that the left ethmoid 
had been transformed into edematous granulation 
tissue. Histological examination showed chronic 
granulating and necrotizing inflammation also in the 
bone marrow. Improvement in the condition soon 
occurred, but was followed by a sudden recrude- 
scence. Reoperation disclosed that the process had 
progressed in the direction of the sphenoid bone. 
It gradually invaded also the right side. The pa- 


tient died of meningitis. Autopsy revealed an ex 
tensive process in both frontal lobes of the brain. 
Twenty-seven similar cases have been reported in 
the literature. The condition begins with the forma 
tion of proliferating granulations in the nasal 
mucous membrane which invade the deeper tissues 
in the manner of a malignant tumor and soon be 
comes gangrenous. The resulting cavities cause a 
marked change in the contour of the face. The dis- 
ease is fatal in from three months to two years. Its 
cause is unknown. It must be differentiated from 
syphilis, malignant neoplasms, tuberculosis, gland- 
ers, and lymphogranulomatosis. To date, treatment 
has failed to effect a cure. It can be only sympto- 
matic. (HACKENBROCH). WILLIAM C. Beck, M.D. 


Montgomery, H.: The Histogenesis of Basal-Cell 
Epithelioma. Radiology, 1935, 25: 8. 


Montgomery states that benign forms of basal- 
cell epithelioma, especially epithelioma adenoides 
cysticum and cylindroma, may arise from multiple 
points of origin, from the basal cells of the epi- 
dermis and the basal cells forming the outer 
sheath of the hair follicle, sebaceous gland, and 
sweat duct. At times they originate from the basal 
cells of the outer root sheath of the hair follicle or 
the matrix cells near the bulb without evidence of 
participation of the basal cells of the epidermis. 

Verruce senilis may be designated as benign pig- 
mented basal-cell epitheliomas (benign melano- 
epitheliomas), but the author believes they are more 
properly called ‘‘delayed epithelial nevi’ and that 
nevus pigmentosus should be classified as a nevus 
rather than as a benign epithelial neoplasm. 

Transitions between benign and malignant basal- 
cell epithelioma and lesions of multiple types in the 
same individual justify the use of the term “epi- 
thelioma”’ to include both types of lesions. This 
is preferable to limiting the term “‘epithelioma”’ to 
benign neoplasms and the term “carcinoma” to 
malignant neoplasms of the skin. 

The basal-cells that line the outer sheath of the 
hair follicles, sweat ducts, and sebaceous glands are 
similar to the basal cells of the epidermis and there- 
fore may participate independently or simultane- 
ously in any neoplastic process. 

In rare instances malignant basal-cell epitheliomas 
(“‘Basalzellenkrebs,’’ Krompecher), which are most 
common in certain locations on the face, originate 
from the hair matrix, but more often arise from 
basal cells of the outer root sheath of the hair 
follicle. Occasionally they may represent embryonic 
rests that are independent of the epidermis and 
dermal appendages, but the author believes that in 
the great majority of cases they show single or 
multiple points of origin from the basal cells of 


476 





MISCELLANEOUS 


ihe epidermis. In their growth those of the latter 
type may simulate imperfectly formed or embryonic 
hair follicles or sebaceous glands, but serial sections 
show no evidence of a relationship of these tumors 
to the mature forms of sebaceous glands and hair 
follicles seen at biopsy on the same specimen. 
Silver stains are of no value in distinguishing a 
basal-cell epithelioma from an epithelioma originat- 
ing in a hair matrix, and the presence of melanin 
does not indicate the origin of the basal-cell growth. 

Basal-squamous-cell epithelioma represents a 
metamorphosis from basal-cell to squamous-cell 
epithelioma and constitutes further evidence of the 
origin of basal-cell epithelioma from the basal cells 
of the epidermis. It rules out a fundamental and 
separate histogenesis of basal-cell and squamous- 
cell epitheliomas. 

The early development of basal-cell epithelioma 
from multicentric and independent points of origin 
from the basal cells of the epidermis is best seen in 
cases of superficial epitheliomatosis. The presence 
of mature hair follicles, sweat glands, and sebaceous 
glands without evidence of transitional forms speaks 
against a hair-follicle origin of these tumors. 

Basal-cell epitheliomas constitute 10 per cent or 
fewer of the epitheliomas resulting from senile 
keratoses and keratoses caused by arsenic, tar, and 
radiotherapy, and fewer than 2 per cent of all 
epitheliomas due to keratoses from these causes. 
The great majority of epitheliomas resulting from 
keratoses are of the squamous-cell type. 

Before deciding that a given basal-cell epithelioma 
has its origin from the epidermis or dermal append- 
ages it is necessary to demonstrate this origin by 
serial section and various reconstruction methods. 
In regard to arsenic as an etiological factor, the 
author states that the presence of arsenical kera- 
toses or pigmentation does not prove that a basal- 
cell epithelioma was caused by arsenic. If arsenic 
was responsible, more of it will be found in the epi- 
thelioma than in the normal adjacent epidermis. 


Earle, W. R.: A Study of the Walker Rat Mammary 
Carcinoma 256, in Vivo and in Vitro. Am. J. 
Cancer, 1935, 24: 566. 

Data are presented concerning the early history 
and structure of the Walker rat tumor No. 256. 
They show that the tumor arose as a mammary 
carcinoma of typical adenomatous structure and 
that while this adenomatous structure recurred for 
a time it apparently disappeared entirely on con- 
tinued subculture. 

The cellular structure of the tumor is discussed. 
In a study of sections of fixed tissues from the 
tumor, the stock tumor strain as carried in the 
laboratory appeared free from signs of sarcomatous 
elements although there was some slight variation 
in its stroma elements from generation to genera- 
tion. This was evidenced also by the growth char- 
acteristics of the tumor in tissue culture. 

Subcutaneous inoculations of the tumor were en- 
capsulated, but, particularly in the case of larger 
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tumors, the capsule was often incomplete. Intra- 
muscular injections of the tumor appeared to grow 
better and presented little or no signs of capsule 
formation. They showed rapid general invasion of 
surrounding tissues. Some metastases to retro- 
peritoneal nodes and the lungs were observed. 

The behavior of the tumor tissue in short-term 
tissue cultures was studied in a number of different 
culture media. The latter included saline solution, 
rat serum, chick-embryo juice, egg white, and horse 
serum. In saline solution and in egg white the 
growth was very poor, and in chick-embryo juice and 
rat serum it was not satisfactory. The best results 
were obtained from cultures in horse serum. Cultures 
in egg white, chick-embryo juice, and rat serum 
showed much liquefaction of the clot, while those 
in horse serum showed little or none. The cell types 
and changes observed in the cultures are described. 

Longer-term cultures were studied in horse serum. 
For these it was found necessary to supplement the 
horse serum with chick-embryo juice. In this com- 
bined culture medium the cells of the tumor were 
successfully cultivated for three hundred and 
seventy-two days. After one hundred and seventy- 
five days the cultures were apparently pure cultures 
of tumor epithelium. The growth characteristics of 
the cells are described. These cultures showed 
practically no liquefaction of the clot. 

As a control on these cells, cultures of rat fibro- 
blasts from the subcutaneous connective tissue of 
an adult rat were grown in the same medium. These 
cultures showed the most satisfactory growth ob- 
tained from fibroblasts in any culture medium as 
regards diameter and density of growth, freedom 
from liquefaction of the clot, and the infrequency 
with which it was necessary to transfer the culture 
to fresh clot. 

Tissue cultures of the tumor were periodically 
re-inoculated into rats. Cultures grown in vitro up 
to one hundred and thirty-three days gave rise to 
tumors with a structure typical of the parent tumor. 
However, after one hundred and seventy-five days, 
when the cultures inoculated were almost or en- 
tirely pure cultures of epithelial cells, a number of 
the tumors produced showed a strikingly different 
structure resembling that of fibrosarcoma. This 
change in structure was due apparently to elonga- 
tion of the epithelial cells of the tumor. When 
tumors from this substrain were carried through 6 
generations of rat inoculations the sarcomatoid 
structure was still evident in the sixth generation. 

SAMUEL Kaun, M.D. 


Caspari, W.: The Defense Reactions of the Body to 
the Development of Cancer and Their Impor- 
tance in the Healing Process (Ueber die Abwehr- 
massnahmen des Organismus gegen die Entstehung 
der Krebskrankheit und ihre Bedeutung fuer den 
Heilungsvorgang). Wiss. Woche Frankfurt. a. M., 
1935, 2: 22. 


Although Sachs and Hirszfeld discovered specific 
antibodies against certain cancer cells and Lumsden 
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demonstrated the development of a specific cancer- 
antibody in passive, homologous immunization, the 
defense of the organism is essentially of a non- 
specific character. This fact permits conclusions 
also regarding the nature of the carcinomatous proc- 
ess itself. 

The defense reactions of the body are dependent 
upon the reticulo-endothelial system. ‘This system 
was designated by Volterra as the “reticulo-histio- 
cytic system” and by others has been characterized 
as “active mesenchyme.” The activity of the 
reticulo-endothelial system is stimulated by the 
product of broken down or breaking down cells. 
This product is called by Freund the “‘cell-degenera- 
tion hormone” and by Caspari the “‘necrohormone.” 
Its effect depends upon its quantity in accordance 
with the Arndt-Schulz law: small doses stimulate; 
larger doses paralyze; still larger doses kill. May- 
gawa demonstrated that the manner of action of the 
necrohormone in cancer is not specific but follows 
a general biological law. The regulation of the 
function of defense by the substance which he 
designates as “authomonex”’ he calls ‘‘auto-regu- 
lation.” For the processes in cancer it is necessary 
to supplement the Arndt-Schulz law by the state- 
ment that continued stimulation by small doses 
eventually leads to paralysis of the effectuating 
mechanism, and paralyzing doses may be followed 
by over-compensative stimulation. For example, 
the continued invasion of the blood by necro- 
hormone, even in small amounts, may stimulate the 
defense mechanism to the point where its power to 
react becomes paralyzed. Under such circumstances 
treatment with small stimulating doses will fail and 
there remains no other possibility than treatment of 
the reticulo-endothelial system with huge paralyzing 
doses with the object of producing an over-com- 
pensating stimulation. In this process the so-called 
specific components of the non-specific process also 
play a réle. Caspari believes that the necrohor- 
mones may differ in their effects according to the 
tissues from which they are derived. He states that 
one of the first to carry out important research on 
this problem was Ioannovic. 

Caspari has demonstrated experimentally that 
resistance to the growth of a malignant tumor is in- 
creased best by the necrohormone of the tumoritself or 
that of the tissues of the reticulo-endothelial system. 
At operation on a cancer complete radical removal 
can be counted upon only in the earliest stages. 
Even in only moderately advanced cases cancer 
cells nearly always remain somewhere in the body as 
Heidenhain, Schmidt, and others have demon- 
strated, and these continue to multiply as long as 
the disposition to the development of cancer per- 
sists. This disposition also seems to have its roots 
in the reticulo-endothelial system. It is therefore 
very important to stimulate the reticulo-endo- 
thelial system after operation. This may be done by 
postoperative irradiation. Without doubt, the 
stimulative effect of such treatment is due not only 
to destruction of the tumor cells left behind but also 
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to destruction of cells of the lymphoid system with 
the resulting liberation of specific necrohormone. 
Accordingly, similar effects may be obtained from 
irradiation or ligation of the spleen. It is better to 
liberate small quantities of necrohormone by re- 
peated small doses of irradiation over a long period 
of time than a larger amount which is effective for 
only a short period by a single stronger irradiation. 
In experiments on animals Cald found that, in mice, 
general irradiation with 30 r had an immunizing 
effect. The resistance of the organism in the post- 
operative period may be increased also by diet. 
Experiments along this line have been carried out by 
Halberstaedter and Freund. De Gaetani has shown 
that merely a change of diet has an inhibiting effect 
on the transplanted carcinoma of the mouse. As 
regards the dose of roentgen irradiation, animal ex- 
perimentation has shown that under some conditions 
large doses destroy only a part of the tumor and 
stimulate other parts to increased growth. This was 
noted also by Prime and Wood in studies of tissue 
cultures. Calé found that in certain concentrations 
necrohormone stimulates normal embryonic cells 
to growth while it kills the much more sensitive 
sarcoma cells. An interesting example of the action 
of necrohormone was observed in the studies of 
Blumenthal. By the injection of weakly radio- 
active salts into inoperable tumors Blumenthal was 
frequently able to destroy the tumor completely, but 
the patient died of the excess formation of necro- 
hormone. The action of the salts of heavy metals 
studied by Neuberg, Loehe, and the author, and 
later by Blair Bell may have been due to the libera- 
tion of necrohormone as the result of severe proto- 
plasmic poisoning. The action of the dyestuffs 
which have been recommended frequently in recent 
years is ascribed by the author to a hypercompensa- 
tory stimulation caused by filling up and choking off 
of a large number of the reticulum cells. Of similar 
significance were the findings of Theilhaber’s ex- 
periments in which splenic and thymic tissue of 
animals transplanted to patients suffering from can- 
cer underwent necrotic degeneration, and the results 
of the therapeutic studies of Fichera. 
(SCHILLER). JoHN W. BRENNAN, M.D. 


Harvey, W. F., and Hamilton, T. D.: Carcinosar- 
coma. Edinburgh M.J., 1935, 42: 337: 


The authors report a study of the structure of 
double malignant tumors—two adjacent and inter- 
mingied but distinct neoplasms of ectodermic and 
mesodermic origin respectively developing simul- 
taneously or at different times. They restrict the 
sarcomatous component of the double tumor to 
the essentially spindle-cell type and thus exclude 
reference to the association of a round-cell type with 
malignant epithelial elements. 

Animal tumors perhaps present the best examples 
of carcinosarcomas. These are found not only in the 
transplanted mammary tumors of the mouse but 
also apparently in skin tumors of the same animal 
produced by tar painting. 
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The tumors which are described as misleading may 
be carcinomatous with a sarcoma-like or an endo- 
thelioma-like appearance (carcinoma sarcomatoides) 
or sarcomatous with a carcinoma-like appearance 
(sarcoma carcinomatoides). Such neoplasms are sug- 
gestive of double tumors. 

After discussing carcinosarcoma, reporting six 
cases of their own, citing a number of similar con- 
ditions, and reviewing in some detail the opinions 
expressed by others, the authors draw the following 
conclusions: 

1. There is a double tumor which is a mixture of 
carcinoma and sarcoma and may be called a ‘‘car- 
cinosarcoma.”’ 

2. The sarcomatous element develops after the 
carcinoma. 

3. The sarcomatous development is probably an 
exaggeration of the stroma reaction to invasion by 
the carcinoma. 

4. There are tumors both of an epidermic and a 
glandular carcinoma type which may show, in part, 
aggregations of spindle-shaped epithelial cells 
resembling sarcoma and may be called ‘‘spurious 
carcinosarcoma” or “carcinoma sarcomatoides.”’ 

5. Not uncommon in primary and secondary car- 
cinoma is a fibroblastic reaction which may be very 
active without being malignant. This may pass over 
to malignancy and form a carcinosarcoma. It is this 
transformation of stroma which may occur in the 
case of some carcinomas and is to be distinguished 
from granulation tissue and spindle-cell carcinoma. 
The possibility of a predisposition to overgrowth of 
stroma is to be considered. 

6. The accidental occurrence and ultimate con- 
junction of two entirely separate tumors, the so- 
called ‘‘collision tumor,” has no relation to the neo- 
plasms under discussion. JosepH K. Narat, M.D. 


Hamilton, C. E., and Rothstein, E.: Air Embolism. 
J. Am. M. Ass., 1935, 104: 2226. 


Air embolism is a rather infrequent complication 
of various surgical procedures in which air is per- 
mitted to enter the venous system. Cases of air 
embolism may be divided into 2 large groups—one 
in which the air gains entry to the peripheral venous 
system and the other in which it enters the pulmon- 
ary venous circuit. 

Air embolism resulting from the entrance of air 
into the peripheral circuit has occurred in practically 
every field of surgery. 

The intravenous injection of small amounts of air 
during transfusions and other intravenous infusions 
has been repeatedly observed to be harmless. Air 
embolism occurs when large amounts of air are 
allowed to enter a vein. The requirements for such 
an occurrence are met when: (1) a vessel is only 
partly severed and is therefore prevented from col- 
lapsing or, having been completely severed, is 
prevented from collapsing and retracting by the 
firmness of the surrounding tissues, and (2) the 
venous pressure is negative or the air pressure is 
positive. Probably the most frequent site of origin 
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of air embolism is the region of the great veins of the 
neck following thyroid and other operations. When 
a vein is cut the first sign of the entrance of air is 
usually a hissing sound in the wound. The sequela, 
which depend upon the amount of air aspirated, 
include dyspnea, cyanosis, coma, cardiac arrhyth- 
mia, apnea, and death. A murmur over the heart 
due to churning about of the air has been described. 

Air embolism has been known to occur following 
wounds of the neck; irrigation of the maxillary 
sinuses; manipulation of the intracranial venous 
sinuses; fractures of the long bones, especially the 
tibie; manipulation of the pregnant and puerperal 
uterus; and the injection of air into the urethra, 
bladder, or peritoneal cavity. 

In most of the reported cases of air embolism re- 
sulting from the entrance of air into the pulmonary 
venous circuit the condition followed artificial 
pneumothorax. Other causes are injury to the chest 
wall and lung, pleural lavage in empyema, and the 
escape of air from solution in the blood in caisson 
disease. 

Air embolism occurs in about 1 of every 500 to 
1,000 pneumothorax treatments. The perforated 
vessel through which the air enters may be in the 
lung or a vascular adhesion. Riviére says that such 
vessels may enlarge to almost angiomatous di- 
mensions. 

In cases in which air embolism occurs in associa- 
tion with artificial pneumothorax the lung usually 
appears more or less fibrotic and the pleura is, and 
feels, thickened when perforated. To this group 
belong cases in which pneumothorax was once in- 
duced and then abandoned and cases in which the 
lung has been gradually re-expanding because of an 
obliterative pleurisy in spite of continued pneu- 
mothorax treatments. 

As a warning sign the patient may cough up a 
small amount of blood or blood may well up through 
the needle or may be found on the tip of a stylet 
introduced to determine the cause of the absence of 
proper fluctuations. The initial symptoms vary 
from slight to severe. Often the patient complains 
first of local pain, severe coughing, or feeling 
“queer.” The first sign may be pallor or dizziness. 
This may be followed by coma and sudden death, a 
neurological lesion, or mental confusion. Ob- 
jectively the first sign is often pallor which is com- 
monly followed by intense cyanosis. In severe 
cases bradycardia, loss of consciousness, convulsive 
twitching, cardiac irregularities, apnea or respira- 
tory difficulty, urinary and fecal incontinence, and 
vomiting may occur. Focal neurological signs may 
appear at once or after a number of minutes. Any 
part of the brain may be involved. The most com- 
mon of the easily recognized syndromes is hemi- 
plegia. 

The author reports illustrative cases of both types 
of airembolism. He states that the symptoms of air 
embolism in the peripheral vascular system are due 
to the presence of air in the right side of the heart. 
In air embolism in the pulmonary system the 
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symptoms are in the cerebral vessels. While as 
much as 150 c.cm. of air has been injected into the 
peripheral system without causing death, the 
presence of 1 c.cm. in the pulmonary system may 
be fatal. 

In the induction of pneumothorax the following 
precautions should be taken to prevent air em- 
bolism: 

1. Unless on fluoroscopic examination or in a 
recent roentgenogram the lung is seen to be well 
away from the chest wall, the injection of air should 
be delayed until free characteristic intrapleural 
oscillations can be obtained. 

2. Great care should be taken in the initial in- 
jection and in cases in which difficulty has been ex- 
perienced previously. 

3. A blunt needle should be used. 

4. For at least the first 50 c.cm., readings should 
be taken every 5 to 10 c.cm. to preclude the possi- 
bility of penetration of the lung by the tip of the 
needle. 

5. When the needle has once been introduced 
into the pleural space it should be held firmly to 
prevent its dislodgment. On the slightest untoward 
movement or sign on the part of the patient the 
needle should be withdrawn. 

6. Ifa free space is not found at once the surgeon 
should be especially on guard for the development 
of air embolism. Epinephrine should be near at 
hand. 

7. The first treatments should be given or at 
least supervised by one who has had considerable 
experience with artificial pneumothorax therapy. 

Joun J. Maroney, M.D. 


DUCTLESS GLANDS 


Knaggs, R. L.: Acromegaly. Brit. J. Surg., 1935, 23: 
69. 

This forty-page review includes Cushing’s classi- 
fication of variations of pituitary secretion, a review 
of the history of acromegaly, a description of the 
clinical features and bone changes of the condition, 
a discussion of the pathology of the bone changes 
and of the etiology and pathogenesis of the condition 
in the light of present knowledge, and a review of the 
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treatment under the headings of irradiation, surgical 
interference, and glandular therapy. 
WALTER H. Napier, M.D. 


Leriche, R., Jung, A., and Sureyya, C.: The Skin 
in Experimental WHyperparathyroidism. A 
Study of Experimental Scleroderma. (La peau 
dans l’hyperparathyroidisme expérimental. Etude 
de la sclérodermie expérimentale). Presse méd., 
Par., 1935, 43: 777- 


Since 1929, several investigators have studied the 
relation of the parathyroids to scleroderma. The 
authors first undertook experiments on pigs because 
the skin of these animals so closely resembles that 
of man in its structure. Injections of parathormone 
in young pigs produced only a slight indurated 
plaque with some loss of hair at the site of the injec- 
tion. Histological examination of this plaque showed 
edematous infiltration. As the quantity of para- 
thormone employed was not sufficient in relation to 
the size of the animal to produce definite effects 
and as it was impossible to use larger amounts, 
smaller laboratory animals (rats) were employed 
for further experiments. 

Six series of young rats were used. Some of the 
animals in each series were given injections of para- 
thormone and others kept as controls. In the cases 
of all the animals given parathormone the skin 
showed three successive changes: first, thickening 
(infiltration); then induration; and finally loss of 
hair. Histologically, the first change was infiltra- 
tion of the derma; the second, calcium infiltration 
and destruction of the derma; and the third, prolifer- 
ation of the connective tissue of the derma with 
thinning of the epidermis. These lesions closely 
resemble those of scleroderma in man. In the early 
stages the water content of the skin was definitely in 
excess of that of the normal controls. The calcium 
content of the skin was also two or three times that 
of the normal skin, although in this early phase no 
calcium infiltration could be demonstrated histo- 
logically. Later, the chemical analysis and the 
histological demonstration of calcium agreed. 

These experimental findings support the theory 
that scleroderma is due to hyperfunction of the 
parathyroids. ALICE M. MEYERS. 





BIBLIOGRAPHY 9 CURRENT LITERATURE 


Note—TuHE Botp Face FiGuRES IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE OF THIS 
IsSUE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May BE Fownp. 


SURGERY OF THE 


Head 


The treatment of hyperkinesis of the face by alcoholiza- 
tion of the facial nerve and facial muscles. A. JUZELEVSKIJ. 
Zentralbl. f. Chir., 1935, p. 206. 

The treatment of chronic infection of the parotid gland. 
G. M. Dorrance. Am. J. Roentgenol., 1935, 33: 803. 

Injuries of the jaw and face in farmers. M. D. Dusov. 
Sov. Khir., 1935, 3: 98. 

The early picture of actinomycosis of the jaw. Ax- 
HAUSEN. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, me 

Recurrent cystic adamantinoma of the jaw. 2 
SuAREz. Bol. y trab. Soc. de cirug. de Buenos Aires, 1935, 
19: 259. 

Eburnated osteoma of the upper jaw. C. BERGARA and 
R. BERGARA. Rev. Asoc. med. argent., 1935, 49: 462. 

Resection of the upper jaw for cylindromatous tumor 
probably of salivary origin. A. J. Costa. Bol. y trab. Soc. 
de cirug. de Buenos Aires, 1935, 19: 250. 

Diathermy resection of the upper jaw for malignant 
tumor. R. PopestA and N. von Sousrron. Rev. Asoc. 
med. argent., 1935, 49: 330. 

Fracture of the lower jaw and its treatment. W. LANGEN- 
KAEMPER. 1934: Kiel, Dissertation. 

A new method for the treatment of fracture of the 
lower jaw. H. Meape. Irish J. M. Sc., 1935, No. 115, 

. 318. 

Recurrent adamantinomatous cyst of the lower jaw. R. 
L. Masctotrra. Bol. y trab. Soc. de cirug. de Buenos 
Aires, 1935, 19: 220. 

Tuberculosis of the submaxillary gland. H. Monpor 
and P. GAUTHTER-VILLARS. Presse méd., Par., 1935, 43: 
897. 

Eye 


The variable relationship between the position of the 
eyes and movement of the eyes on body position. E. 
KRUECKMANN. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 
1935. 

The measurement of the speed of adjustment of the eye 
to near and far vision. C. J. RoBertson. Arch. Ophth., 
1935, 14: 82. 

The pupillary light reflex after lesions of the posterior 
commissure in the cat. H. W. Macoun, S. W. RANson, 
and L. L. Mayer. Am. J. Ophth., 1935, 18: 624. 

Three simple aids in refraction work. F. W. G. Smita. 
Brit. J. Ophth., 1935, 19: 407. 

Ocular pathology of the newborn. W. D. Row ann. 
Am. J. Ophth., 1935, 18: 647. 

The evaluation of malingering tests after ocular injuries. 
H. V. WirpEMANN. Northwest Med., 1935, 34: 235. 

Ocular disorders associated with the wisdom tooth. 
C. B. Henry. Brit. J. Ophth., 1935, 19: 378. 

rn Og a pe tncaiagen : "clinical study. 

.. L. Goopman. Arch. Ophth., 1935, 14: 90. 


HEAD AND NECK 


Exophthalmos; ocular complications; causes from pri- 
mary lesions in the orbit; surgical treatment. A. B. REESE. 
Arch. Ophth., 1935, 14: 41. 

Exophthalmos from surgical diseases, especially as to 
involvement of the protective retrobulbar space. W. P. 
EaGLeTON. Arch. Ophth., 1935, 14:1. [426 | 

Pulsating exophthalmos. S. L. Dorojanz. Sovet. Khir., 
1935, 2: 113. 

The early diagnosis of glaucoma. 
sylvania M. J., 1935, 38: 760. 

Some aspects of glaucoma. R. A. GREEvEs. Irish J. M 
Sc., 1935, No. 114, p. 241. [426 | 

Malignant anthrax edema. A. S. Ross and J. S. Surp- 
MAN. Am. J. Ophth., 1935, 18: 641. 

Common disorders of the skin of the eyelids. L. Hot- 
LANDER and H. L. BAER. Am. J. Ophth., 1935, 18: 616. 

Sympathetic ophthalmia. C. H. Haratson. J. Okla- 
homa State M. Ass., 1935, 28: 262. 

Morax-Axenfeld conjunctivitis. 
diana State M. Ass., 1935, 28: 317. 

Trachoma. J. M. WatsH. J.-Lancet, 1935, 55: 471. 

The trachoma problem. A. F. MacCatian. Brit. J. 
Ophth., 1935, 19: 383. 

Trachoma infection and treatment. 
South. M. J., 1935, 28: 642. 

Local quinine therapy in trachoma. E. SELINGER. 
J. Ophth., 1935, 18: 631. 

The prophylaxis of blindness; the international fight 
against trachoma. M. E. ALVARO. Rev. oto-neuro oftalmol. 
y de cirug. neurol. Sud-Americana, 1935, 10: 148. 

Cancer of the eyelid; discussion of the diagnosis, prog- 
nosis, and treatment. R. C. Nicottnt. Semana méd., 
1935, 42: 1630. 

Neurinoma of the orbit. O. SrrcHevsKa. Arch. Ophth., 
1935, 14: 71. 

The squint training clinic of the L.C.C. M. THorNert- 
Jounson. Lancet, 1935, 229: 183. 

Ophthalmoplegic hemicrania. M. 
forma med., 1935, 51: 670. 

Concretion of the lachrymal canaliculus. 
Pennsylvania M. J., 1935, 38: 772. 

Concretions in the lachrymal canaliculus caused by 
actinomyces. A. C. Ruys. Brit. J. Ophth., 1935, 19: 385. 

An improved technique for dissection of the lachrymal 
sac. J. H. Hurxa. Arch. Ophth., 1935, 14: 109. 

Corneal corpuscles in the reaction of hypersensitiveness. 
H. D. Lams. Am. J. Ophth., 1935, 18: 644. 

Bilateral temporal pterygia. P. H. ReeEp and L. I 
Mayer. Am. J. Ophth., 1935, 18: 605. 

Aniseikonia. W. L. HucHes. Am. J. Ophth., 1935, 18: 


C. N. Spratt. Penn- 


R. D. Smita. J. In- 


M. M. CuLtom. 


Am. 


SCHAECHTER. Ri- 


W.S. REESE. 


607. 
The biochemistry of the lens. IV. The origin of pigment 
in the lens. J. G. BELLows. Arch. Ophth., 1935, 14: 99. 
Lead amblyopia with cataract from the same source. 
J. W. SHeRER. J. Missouri State M. Ass., 1935, 32: 275. 


481 





482 INTERNATIONAL ABSTRACT OF SURGERY 


Rapidly developing cataract after dinitrophenol. W. W. 
BOARDMAN. J. Am. M. Ass., 1935, 105: 108. 

Cataracts following the use of dinitrophenol; preliminary 
report of three cases. W. D. Horner, R. B. JoNEs, and 
W. W. Boarpman. J. Am. M. Ass., 1935, 105: 108. 

Intracapsular extraction of senile cataract. C. P. CLARK. 
J. Indiana State M. Ass., 1935, 28: 319. 

The postoperative treatment of cataract. A. B. BRUNER. 
Ohio State M. J., 1935, 31: 501. 


The curved cataract knife and its advantages. R. T. 


Paton. Arch. Ophth., 1935, 14: 108. 
The fundus of the eye. J. L1j6 Pavia. Rev. oto-neuro 
— y de cirug. neurol. Sud-Americana, 1935, 10: 


The fundus of the eye; the green fields. J. L1y6 Pavia. 
Rev. oto-neuro oftalmol. y de cirug. neurol. Sud-Ameri- 
cana, 1935, 10: 117. 

Uveoparotid fever. D. G. CoGan. Am. J. Ophth., 1935, 
18: 637. 

Observations on the human retina. D. J. Woop. Brit. 
J. Ophth., 1935, 19: 360. 

The disposition of fibers of retinal origin in the lateral 
geniculate body and the course and termination of fibers 
of the optic system in the brain of the cat. R. W. Barris. 
Arch. Ophth., 1935, 14: 61. 


The water-binding of the retina. J. A. VAN HEUVEN and- 


F. P. Fiscner. Brit. J. Ophth., 1935, 19: 390. 

The surgical re eangg a of retinal detachment. G. C. 
Witson. U.S. Nav. M. Bull., 1935, 33: 379. 

Epilepsy and cystic degeneration of the retina. M. 
Victoria and J. Lij6 Pavia. Rev. oto-neuro oftalmol. 
y de cirug. neurol. Sud-Americana, 1935, 10: 113. 

Disciform degeneration of the macula. A. R. KAHLER 
and C. S. O’Brren. Arch. Ophth., 1935, 13: 937. [427] 

Intra-orbital meningioma (endothelioma) of the optic- 
nerve sheath. H. E. THompson. J. Iowa State M. Soc., 
1935, 25: 347- 


Ear 


Cholesteatoma. L. J. FrreEpMAN. Am. J. Roentgenol., 
1935, 34: 37- 

A note on the light reflex and the permanent perforation 
of the tympanic membrane. N. AsHERSON. J. Laryngol. 
& Otol., 1935, 50: 512. 

Purulent otitis media in the newborn. Doan and 
GrRanp. New York State J. M., 1935, 35: 669. 

A case of Gradenigo’s syndrome cured without surgical 
intervention. Y. FrRaNcHINI and E. RIccITeLur. Rev. 
Asoc. med. argent., 1935, 49: 332. 

Headache as a feature of the Méniére syndrome. L. H. 
CoHEN. Guy’s Hosp. Rep., Lond., 1935, 85: 215. 

Anomalous capillary plexus in the scala tympani. D. 
Worrr. Arch. Otolaryngol., 1935, 22: 44. 

Non-suppurative encephalitis of otitic origin. J. B. 
Horcan. Brit. M. J., 1935, 2: 161. 

Considerations on suppuration of the petrous pyramid. 
M. C. Myerson, H. W. Rusrn, and J. G. GivBert. Arch. 
Otolaryngol., 1935, 22: 62. 

Prevesical abscess following acute mastoiditis. L. O 
GOLDBERG. Am. J. Surg., 1935, 29: 133- 

Mastoidectomy complicated by acute hemorrhagic neph- 
ritis. R. K. REwatt. Pennsylvania M. J., 1935, 38: 805. 


Nose and Sinuses 


Neoplasms and cysts of the dorsum of the nose. E. C. 
HARTMAN. West Virginia M. J., 1935, 31: 322. 

A method of measuring the airway of the nose Str L. 
Hitt. Lancet, 1935, 229: 70. 


Tip of the nose completely severed and sutured three 
hours after the accident. J. N. Roy. J. Laryngol. & Otol., 
1935, 50: 518. 

A case of abscess of the nasal septum. D. Moretra. 
Folha med., 1935, 16: 246. 

Reconstruction of the columella nasi. H. L. UppEcRarr. 
Am. J. Surg., 1935, 29: 29 

The treatment of the Teepectnented inferior turbinate 
by the use of sclerosing solutions. L. P. Monson. Arch. 
Otolaryngol., 1935, 22: 96. 

The influence of anatomical structure in diseases of the 
nose and ear. E. U. WALLERSTEIN. Arch. Otolaryngol., 
1935, 22: 16. 

Spasmodic rhinitis due to tobacco. W. S. HEIMANN. 
Bruxelles-méd., 1935, 15: 938. 

The local treatment of vasomotor rhinitis. T. S. Bur- 
GEss. J. Med. Ass. Georgia, 1935, 24: 263. 

Seventy cases of ozena. D. Morerra. Folha med., 1935, 
16: 260. 

An investigation of the part played by allergy or sensiti- 
zation as a factor in predisposing the mucous membrane of 
the nasal passages and the paranasal sinuses to infection, 
and its bearing upon the treatment of disease of these cavi- 
ties. J. A. M. Cameron. J. Laryngol. & Otol., 1935, 50: 
493. [427] 
Malignant tumors of the nasopharynx. L. H. HEINE. 
Arch. Otolaryngol., 1935, 22: 51. [427] 

Tumors of the nasal and paranasal cavities. C. F. Gr- 
SCHICKTER. Am. J. Cancer, 1935, 24: 637. [427] 

“Upright” radiography, with especial reference to the 
investigation of the accessory nasal sinuses. H. E. YoRKE. 
Brit. J. Radiol., 1935, 8: 439 

Sinusitis in children. H. J. BURMAN. Laryngoscope, 1935, 
45: 440. (427) 

Chronic paranasal sinusitis. M. N. Hosmer. California 
& West. Med., 1935, 43: 24. 

Discussion on the treatment of chronic infection of the 
nasal accessory sinuses. The management of chronic sinus 
disease—conservative or radical? F. Smita, A. L. YATEs, 
T. B. Layton, W. Howarta, H. G. B. RusseELt, and 
others. Proc. Roy. Soc. Med., Lond., 1935, 28: 963. [428] 

Mucocele of the frontal sinus, with special reference to 
the roentgen aspects, and a report of four cases. A. Har- 
TuNG and T. WacHowskr. Am. J. Roentgenol., 1935, 34: 
° 


Intranasal operation for chronic maxillary sinusitis; end- 
results in 200 cases in which the principles of Kuester were 
employed. H. L. Writtams. J. Am. M. Ass., 1935, 105: 
96. 


Mouth 


Adenocarcinoma of the oral cavity. W. L. Watson. 
Am. J. Roentgenol., 1935, 34: 53- 

Carcinoma of the mouth, with especial reference to 
treatment. H. L. ALBRIGHT. Radiology, 1935, 25: 24. 

Cancer of the face and oral cavity; surgery versus radia- 
tion. A. O. SINGLETON. South. M. J., 1935, 28: 615. 

Harelip. A theory regarding the initial malforma- 
tion. V. VEAv. Ann. d’anat. path., 1935, 12: 380. [429] 

The surgical treatment of carcinoma of the lip. S. 
Narputovsky. Nov. Khir. Arkh., 1935, 33: 3. 

Facial spasm of dental origin. J. BERCHER, B. Pomm‘, 
and J. Ducuet. Presse méd., Par., 1935, 43: 982. 

Adenocarcinoma of a thyroid vestige in the tongue; 
multiple metastasis with brachial arterial aneurism. G. 
Marcnat., P. Sourrfé, C. Gruprer, and A. Roy. Bull. et 
mém. Soc. méd. d. hop. de Par., 1935, 51: 953- 

Radium dosage and technique in carcinoma of the 
tongue. F. E. Stupson. Am. J. Roentgenol., 1935, 34: 63. 


] 
The 
of Ber 
Ven 


and G 
_ Int 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Septic phlegmon of the floor of the mouth. A. DRaco- 
NETTI and A. WyBeErt. Rev. méd.-quirdrg. de patol. 
femenina, 1935, 3: 554. 


Pharynx 


Bilateral encapsulated peritonsillar abscess in a child. 
A review of the literature and roe of a case. R. W. 
TEED. Arch. Otolaryngol., 1935, 22: 

Some remarks on the pharyngeal fymphatics, and the 
indication for the tonsil and adenoid operation. H. G. 
Beatty. Ohio State M. J., 1935, 31: 511. 

Diathermic tonsillectomy by electrocoagulation. R. C. 
McLaucuuin. California & West. Med., 1935, 43: 39- 

Anesthesia for tonsillectomy. A. P. GorHaAM. Brit. M. 
J., 1935, 2: 112. 


Neck 


Comments on a case of cervicofacial and brachial acti- 
nomycosis. R. C, Ferrari and F. L. vinpsed Bol. y trab. 
Soc. de cirug. de Buenos Aires, 1935, 19: 

An unusual tumor of the neck. R. E. Nonaeen. Brit. J. 
Surg., 1935, 23: 188. 

Removal of the lymph nodes of the neck in carcinoma. 
DucuINc, FABRE, and Gouzy. J. de chir., 1935, 45: 849. 

The diagnosis and management of thyroid conditions. 
F. H. Laney. West. J. Surg., Obst. & Gynec., 1935, 43: 
361. 

Individualization of the patient in the treatment of 
hyperthyroidism. G. CriLe and G. Crit, Jr. Cleveland 
Clin. Quarterly, 1935, 2: 23 

Infectious diseases and eostenebiion. A. HOFMANN. 
Wien. klin. Wchnschr., 1935, 1: 80. [429] 

Carbohydrate metabolism in human hypothyroidism in- 
duced by total thyroidectomy. III. A case of diabetes 
mellitus treated by total ablation of the normal thyroid 
gland. A. Rupy, H. L. Brumcart, and D. D. BERLIN. 
Am. J. M. Sc., 1935, 190: 51. 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


The importance of percussion of the skull by the method 
of Benedek. F. KutcsAr. Riforma med., 1935, 51: 745- 
[431] 


Ventriculography by opaque injection. E. W. TwIntnc 
and G. F. RowsoTHam. Lancet, 1935, 229: 122. 

Intracranial venous anomaly. D. H. WERDEN. 
Surg., 1935, 29: IIS. 

The effect of anisotonic solutions on the brain and spinal 
fluid. Jorns. Chirurg, 1935, 7: 201. 

Skull fractures and head injuries. 
Kansas M. Soc., 1935, 36: 275. 

A review of the management of fractures of the skull. 
R. Brown. West. J. Surg., Obst. & Gynec., 1935, 43: 371. 

Clinicopathological study of forty-seven fatal cases of 
craniocerebral injury. P. D. ABRAMSON and W. R. 
Matuews. Am. J. Surg., 1935, 29: 97. 

Brain damage in concealed cranial injuries. MARBURG. 
Zentralbl. f. Chir., 1935, p. 770. 

Sedatives in acute cerebral trauma. G. PHILLIPS. Med. 

_ J. Australia, 1935, 2: 108. 

The treatment of concussion of the brain and basal frac- 
ture of the skull. D. KuLteENKAmprFrF. 59 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1935. 

The treatment of wounds of the brain with tampon and 
lumbar puncture by the method of Demmer. E. J. METER. 
Deutsche Ztschr. f. Chir., 1935, 244: 245. 


Am. J. 


L. S. NEtson. J. 


483 


Abscess of the thyroid. J. HenvErRson. 
1935, 29: 36. 

A summary of the goiter problem. W. D. Haccarp. 
South. M. & S., 1935, 97: 373- 

Thyroidectomy for ae goiter. 
Kentucky M. J., 1935, 33: 300. 

The impedance a “a for Spepeiets 
nique and study of normals. M. A. B. Brazier. 
J. Surg., Obst. & Gynec., 1935, 43: wt 

The action of di-iodothyrosin on thyrotoxicosis. M. 
Yrrart, A. DaGNINO, and A. EL. BIANcut. Rev. Asoc. med. 
argent., 1935, 49: 300. 

A report of practical experiences with the surgical 
treatment of Basedow’s disease. H. Herm. Chirurg, 1935, 


Am. J. Surg., 


B. B. BAUGHMAN. 


I. Tech- 
West. 


7: 147. 

The cost of work in patients with hypermetabolism due 
to leukemia and to exophthalmic goiter. S. P. Brrarp, 
J. T. McCurtock, and C. W. BAtprince. Arch. Int. 
Med., 1935, 56: 30. 

Special points in the technique of thyroid surgery. R. S. 
Dinsmore. Cleveland Clin. Quarterly, 1935, 2: 37. 

Total thyroidectomy for heart disease. E. C. CUTLER. 
Minnesota Med., 1935, 18: 421. [429] 

Total and subtotal thyroidectomy in the treatment of 
heart disease and angina pectoris. G. BANKorr. Arch. f. 
klin. Chir., 1935, 181: 590. 

Parathyroidectomy and chronic rheumatism. L. BE- 
RARD, H. Turers, and M. Henry. Presse méd., Par., 1935, 
43: 977. 

The operative treatment of vocal cord paralysis. P. 
BLuEMEL. Beitr. z. klin. Chir., 1935, 161: 103. 

Epidemic streptococcus ore H. Trrey and D. 
McKenziE. Brit. M. J., 1935, 2: 

Roentgen therapy of eal tuberculosis. G. 
cHIntI. Policlin., Rome, 1935, 42: sez. prat. 1189. 

Total laryngectomy. P. C. Huet and M. Escar. Presse 
méd., Par., 1935, 43: 793- [430] 


BEc- 


NERVOUS SYSTEM 


The indications for lumbar puncture following injuries 
of the cranium. H. Hanke. Klin. Wchnschr., 1935, 1 


577: 

The treatment of post-traumatic intracranial hemor- 
rhage with hypertonic glucose solution. K. KAMNIKER and 
W. SINNREIcH. Chirurg, 1935, 7: 239. 

The present status of the problem of anatomical pathol- 
ogy of epilepsy. J. ARANOvicH. Rev. Asoc. med. argent., 
1935, 49: 345. 

Otogenic brain abscess. B. L. BRyANT. J. Med., Cincin- 
nati, 1935, 16: 253. 

Otogenous abscess of the parietal lobe; a review of the 
literature and a report of six cases. C. B. CourvILLE and 
J. M. Nretsen. Arch. Surg., 1935, 30: 930. [431] 

Rhinogenous abscess of the brain. H. H. Vari. J. Med., 
Cincinnati, 1935, 16: 255. 

The treatment of brain abscess. N. Carter. J. Med., 
Cincinnati, 1935, 16: 257. 

A case of encephalocele. M. ConrestaBILe. Policlin., 
Rome, 1935, 42: sez. chir. 352. 

False traumatic encephalocele. 
Arkh., 1935, 33: 397. 

Congenital cyst of the septum pellucidum. W. ToENNIs. 
Zentralbl. f. Chir., 1935, p. 1018. 

Suprasellar arachnoid cyst. A. BARLow. Arch. Ophth., 
1935, 14: 53. 

Pseudotumor cerebri. 
& Neurol., 


B. OcneEv. Nov. Khir. 


A. SILVERSTEIN. 
1935, 19: 390. 


Am. J. Syphilis 





484 INTERNATIONAL ABSTRACT OF SURGERY 


Roentgen findings in tumor of the brain and its cover- 
ings. F. SCHOERCHER and W. BuEssEM. Muenchen. med. 
Wcehnschr., 1935, 1: 663. 

Astrocytoma of the cerebellum in the child. G. LoIsEL. 
Presse méd., Par., 1935, 43: 1030. 

The effect of intracranial tumors on the sella turcica. An 
analysis of 446 cases of verified intracranial tumor. K. 
KornsBivum and L. H. Osmonp. Arch. Neurol. & Psychiat., 
1935, 34: III. 

The operative treatment of hypophyseal tumors by the 
intracranial route. V. Osrpovsky. Nov. Khir. Arkh., 
1935, 33: 160. 

The surgical treatment of cerebral tumors (the opera- 
bility of tumors of the third ventricle). J. ARcE and M. 
Barapo. Bol. inst. de clin. quir., Univ. de Buenos Aires, 
1934, 10: 234. 

A neuro-epithelioma of the fourth ventricle. L. Car- 
DENAL. Actas Soc. de cirug. de Madrid, 1934, 4: 7. 

Focal epileptic discharge in a case of tumor of the poste- 
rior temporal region. W. PENFIELD. Canadian M. Ass. 
J., 1935), 333,32. 

Examinations of the lymph vessels of the meninges and 
serosa of animal and human fetuses. E. FISCHER. $9 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. [432 

Injuries of the middle meningeal artery. E. Waster, 
Arch. f. klin. Chir., 1935, 182: 133. 

Streptococcic meningitis; report of a case with recovery. 
H. J. Gray. J. Am. M. Ass., 1935, 105: 92. 

Angioblastic meningiomas. H. BERGSTRAND and H. 
Otrvecrona. Am. J. Cancer, 1935, 24: 522. [432] 

A tumor of the dura mater perforating the vault of the 
cranium. L. Torraca. Arch. ital. di chir., 1935, 39: 653. 

[432] 

Decompressive trephination. J. PétyA. Orvosi hetil., 
1935, P. 283. ; 

Cistern (suboccipital) puncture. D. J. KinpEL. Ohio 
State M. J., 1935, 31: 497. 

Basic questions in surgery of the brain. F. SAUERBRUCH. 
59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

Observations in brain surgery. B. Oron. Med. Klin., 
1935, 1: 483. 

Indications and technique for the resection of individual 
cerebral lobes. W. ToEnnts. Chirurg, 1935, 7: 233. 

A study of the optic tracts. M. BALapo, J. MALBRAN, 
and E. Franke. Arch. argent. de neurol., 1935, 12: 53. 

Radical operation of an acoustic nerve tumor by trans- 
verse incision of the cerebellum. H. von HABERER-KROM- 
SHOHENSTEIN. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 
1935. 

Spinal Cord and Its Coverings 


= te gl D. E. Garcia. Rev. méd. d. Rosario, 
1935, 25: [432] 

Syphilis: af ‘the spinal cord. N. W. WINKELMAN. Am. 
J. Syphilis & Neurol., 1935, 19: 378. 

The syndrome of cord compression due to intradural 
hydatid cyst. J. M. ALLENDE and O. Luque. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1935, 19: 283. 

Intramedullary tumor of the spinal cord. A. E. OLson. 
Minnesota Med., 1935, 18: 462. 

The diagnosis and treatment of extramedullary spinal 
tumors. A. Smrrnow and V. Tumskoy. Nov. Khir. Arkh., 
TORS 33: 376. 

he indications and results of paravertebral and para- 
dural injections. F. MANpL. Rassegna internaz. di clin. 
e terap., 1935, 16: 570. 

Experimental injection of ethyl alcohol into the lumbar 
subarachnoid space; with neuropathological studies. R. B. 
Arrp and H. C. Narrzicer. West. J. Surg., Obst. & 
Gynec., 1935, 43: 377- 


The comparative value of lumbar and suboccipital punc- 
ture; their respective indications. G. GUILLAIN and P. 
MOLtareET. Bull. et mém. Soc. méd. d. hop. de Par., 1935 
51: 936. 

Intercostoradicular anastomosis in vertebral injuries 
with section of the lumbar spinal cord. A. CHIASSERINI 
J. de chir., 1935, 46: 54. ]433}) 

Notochordal tumor of the cauda equina in a child of 
eight years. V. H. Extis. Brit. J. Surg., 1935, 23: 25. 

Fracture of spinal needles. G. R. VERS. Northwest 
Med., 1935, 34: 254. 


Peripheral Nerves 


The myoneural junction for a motor plaque in normal 
and pathological states. R. No&t and B. Pommé. Ann. 
d’anat. path., 1935, 12: 621. 

Peripheral neuritis caused by the prolonged use of dini- 
trophenol. J. E. NADLER. J. Am. M. Ass., 1935, 105: 12. 

A case of postoperative paralysis of the lesser peroneal 
nerve. R. N. SHUFJAN. Sovet. Khir., 1935, 2: 124. 


Sympathetic Nerves 


Capillary microscopy in surgery of the sympathetic 
nervous system. W. DENK. Wien. med. Wchnschr., 1935, 
1: 679. 

The treatment of vesical and vascular conditions by op- 
eration on the sympathetic nervous system. W. McK. 
Cratc. U.S. Nav. M. Bull., 1935, 33: 341. 

Ganglionectomy for hyperhidrosis. F. L. PEarw and 
N. H. Suaprro. Ann. Surg., 1935, 102: 16. 

Bilateral removal of the stellate ganglion for intense, 
rebellious sinus tachycardia; operative results at the end 
of eighteen months; anatomicopathological study of the 
thyroid gland and the stellate ganglion. R. LERICHE, L. 
Boucuut, and R. FRoMENT. Presse méd., Par., 1935, 43: 
1041. 

Splanchnic nerve section in juvenile diabetes. G. DE 
Takats. Ann. Surg., 1935, 102: 22. 

Anterior extraperitoneal approach to the lumbar sym- 
pathetic nerves. P. G. FLorHow. Am. J. Surg., 1935, 29: 23. 

A new experimental and clinical contribution on surgery 
of the lumbosacral sympathetic nerves. V. SANCHIS- 
PerPINA. Beitr. z. klin. Chir., 1935, 161: 442. 

The anatomical and physiological basis for lumbosacral 
sympathectomy. W. BRAEUCKER. 59 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1935. 


Miscellaneous 


Cutaneous innervation; an experimental study. L. H. 
Lanter, H. M. Carney, and W. D. Witson. Arch. Neurol. 
& Psychiat., 1935, 34: I. 

Nerves of the testicle and ovary; medical and surgical 
— F. Bousquet. Presse méd., Par., 1935, 

3: 886. 

45 fects of the intravenous administration of hypertonic 
solutions of sucrose; with special reference to the cerebro- 
spinal-fluid pressure. J. H. MAsSERMAN. Bull. Johns 
Hopkins Hosp., Balt., 1935, 57: 12. 

Advances in neurosurgery and their value to the general 
practitioner. H. Korscxe. Fortschr. d. Therap., 1935, 
11: 1, 89, 142, 208. 

A comparative study of modern methods of neurosurgical 
diagnosis. M. BaLapo and R. CARRILLO. Bol. inst. de 
clin. quir., Univ. de Buenos Aires, 1934, 10: 265. 

Severe angina pectoris operated upon and relieved since 
April, 1932. Goparp and Moussorr Bull. et mém. Soc. 
méd. d. hop. de Par., 1935, 51: 1009 


Pa 
genic 





BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGERY OF THE THORAX 


Chest Wall and Breast 


Pathological changes induced in the mamma by estro- 
genic compounds. H. Burrows. Brit. J. Surg., 1935, 23: 
191. 

"The patient’s complaint is of the breast. D. V. TRuE- 
BLOOD. West J. Surg., Obst. & Gynec., 1935, 43: 402. 

A contribution to the study of the bleeding breast. A. 
BELLINI. Policlin., Rome, 1935, 42: sez. chir. 325. [434] 

Typhoid abscess about the lower end “eh “9 sternum. 
J. A. Gannon. J. Am. M. Ass., 1935, 105: 

Spontaneous rupture of a cold abscess of the chest wall. 
A. S. Jonnson. J. Am. M. Ass., 1935, 105: 269. 

Pulsatile and precordial tumor. M. Acuna and A. 
PuGLis!. Semana méd., 1935, 42: 1790. 

Classification of tumors of the breast. J. PATEL. Presse 
méd., Par., 1935, 43: 907. 

A huge ‘fibro- adenoma of the breast. 
Brit. J. Surg., 1935, 23: 234. 

The classification of malignancies of the breast. 
Arch, di ostet. e ginec., 1935, 42: 383. 

Adenofibroma (fibro-adenoma) malignum of the breast. 
M. D. Linpsay and H. C. ScuMmetsser. South. M. J., 
1935, 28: 594. 

Carcinoma mammae occurring in a male mouse under 
continued treatment with estrin. H. Burrows. Am. J. 
Cancer, 1935, 24: 613. 

Roentgen therapy in mammary cancer. R. G. GILEs. 
South. M. J., 1935, 28: 620. 

The place ‘of surgery in early carcinoma of the breast. 
A. Newton. Med. J. Australia, 1935, 2: 69. 

The place of surgery in the treatment of the later stages 
of ogee - the breast. B. T. Epye. Med. J. Australia, 
1935, 2: 

The nl of deep therapy in carcinoma of the breast. 
A. T. NisBet. Med. J. Australia, 1935, 2: 75. 

Notes on the occurrence and treatment of metastases in 
carcinoma of the breast. T. H. ACKLAND. Med. J. Aus- 
tralia, 1935, 2: 80. 

Sea-sponge dressing to promote healing and arm func- 
tion following radical breast amputation. M. J. Rumotp 
and T. G. Orr. South. M. J., 1935, 28: 609. 


K. MACKENZIE. 


Toro. 


Trachea, Lungs, and Pleura 


Bronchoscopy. J. S. Knicut. J. Missouri State M. 
Ass., 1935, 32: 264. 

Depression of muscle tonus as the cause of atelectasis. 
Y. HENDERSON. Lancet, 1935, 229: 178. 

A study of the mechanics of the production of sponta- 
neous pleuropulmonary perforations. D. F. ABELLO. Med. 
Ibera, 1935, 19: 930. 

Experimental pulmonary mycosis. 
ital. di chir., 1935, 14: 161. 

Some roentgenological observations regarding pulmonary 
silicosis in porcelain workers. G. JéNsson. Acta radiol., 
1935, 16: 431. 

The treatment of hydatid cyst of the lung. U. Gon- 
ZALEZ. Medicina, Madrid, 1935, 6: 449. 

Tuberculosis and cancer of the lung. G. PERNts. Arch. 
de med., cirug. y especial., 1935, 16: 380. 

Healing of tuberculous cavities. L. S. T. BURRELL. Brit. 
M. J., 1935, 2: 102. 

Alcohol therapy for pulmonary tuberculosis. The effect 
on the sputum. H. D. GonzALez and L. Cuarosky. Rev. 
Asoc. med. argent., 1935, 49: 289. 


D. Donati. Ann. 


The status of lung compression in the treatment of pul 
monary tuberculosis. M. Rocers. J. Oklahoma State M. 
ASS., 1935, 28: 247. 

Collapse of pulmonary cavities in the treatment of tuber- 
culosis. E. HERTEL. 59 Tag. d. deutsch Ges. f. Chir., 
Berlin, 1935. 

The administration of artificial pneumothorax under 
fluoroscopic guidance. J. BLApy and L. CoHEN. Radiol- 
Ogy, 1935, 25: I. 

Retractility and expansibility of the lung during arti- 
ficial pneum thorax. R. SwyNGHEDAUW. Presse méd., 
Par., 1935, 43: 1030. 

The interpretation of pleural pressure in pneumothorax; 
optimal collapse. P. LEFEVRE and J. DELANNOy. Presse 
méd., Par., 1935, 43: 1048. 

Contralateral pneumothorax. Tost, DEGEORGEs, SAL- 
MON, and JuLy. Presse méd., Par., 1935, 43: 046. 

Contralateral pneumothorax. M. Ascout. Policlin., 
Rome, 1935, 42: sez. prat. 1235. 

Surgical indications in complications of pneumothorax. 
W. Fick. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

The hazards of the induction of pneumothorax in the 
treatment of lobar pneumonia. J. G. M. BuLLowA and 
FE. Mayer. J. Am. M. Ass., 1935, 105: I9gI. 

The present status of oleothorax in the treatment of 
tuberculosis. A. SARNO, R. Esteves, A. ARTAGAVEYTIA, 
and J. Scruto. Arch. uruguayos de med., cirug. y especial., 
1935, 6: 564. 

A new combined thoracoscope for intrapleural pneumol- 
ysis or the operation of Jacobeus. A. A. FERNANDEZ. 
Med. Ibera, 1935, 19: 8209. 

The aftermath of apicectomy. A. H. Parrott and A. W. 
WELLINGS. Proc. Roy. Soc. Med., Lond., 1935, 28: 1293. 

Anatomical fundamentals of high thoracoplasties. I. N. 
Coronas. Clin. y lab., 1935, 20: 537. 

Thoracoplasty with extrafascial apicolysis. C. SEMB. 
Acta chirurg. Scand., 1935, 76: Supp. 37, II. [434] 

Thoracoplasty and gangrene of the lung. C. JULLIARD. 
Rev. méd. de la Suisse Rom., 1935, p. 499. 

Resection of the transverse processes in thoracoplasty. 
E. STERRO. Rev. méd. de la Suisse Rom., 1935, p. 556. 

The treatment of pulmonary abscess. N. N. STorcHitTza. 
Presse méd., Par., 1935, 43: 1008. 

Bronchiectasis. E. FLETCHER. J. Thoracic Surg., 
4: 460. 

Bronchiectasis. 
1935, 16: 259. 

Pathological changes in the intramural ganglion appa- 
ratus in bronchiectasis. P. SUNDER-PLASSMANN. 59 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1935. 

Bronchiectasia and thrombosis of the bronchial artery. 
P. AMEUILLE and J. M. LemoIne. Presse méd., Par., 1935, 
43: 873 [436] 

The’ varied pathological basis for the symptomatology 
produced by tumors in the region of the pulmonary apex 
and upper mediastinum. J. BRowpeER and J. A. DEVEER. 
Am. J. Cancer, 1935, 24: 507. [436] 

The early classification and early diagnosis of cancer of 
the bronchus. M.S. Ltoyp. New England J. Med., 1935, 
213: IOI. 

Primary bronchopulmonary carcinoma. L. 
Arch. de med., cirug. y especial., 1935, 16: 412. 
Suppurative carcinoma of the lung. J. 

Presse méd., Par., 1935, 43: 1030. 

Total pneumectomy for cancer of the left lung. O. 

LAMBRET. Bull. et mém. Soc. nat. de chir., 1935, 61: 804. 


1935, . 
435] 


J. H. Skaviem. J. Med., Cincinnati, 


SAGAZ. 


PAUCHARD. 





480 


Pneumectomy. O. IVANISSEVICH and R. C. FERRARI. 
Semana méd., 1935, 42: 1765. 

Total pneumectomy; a new operative technique; extra- 
pleural ey ema i A. ogenrgind Bol. y trab. Soc 
de cirug. de Buenos Aires, 1935, 19: 25 

Pleural inflammations. A p Fees and photomicro- 
graphic study. G. DEeRscHEID and P. Toussarnt. Presse 
méd., Par., 1935, 43: 1069. [436] 

Sudden death in the course of serofibrinous pleurisy. 
J. Trotster, M. Barréty, and H. Brocarp. Presse méd., 
Par., 1935, 43: 1019. [436] 

The toxic action of odorous pus in pleural empyema. 
E. SCHNEIDER. Deutsche Ztschr. f. Chir., 1935, 244: 521. 

Aspiration treatment of empyema in children. R. A. 
Stronc. J. Iowa State M. Soc., 1935, 25: 334. 

The treatment of non-tuberculous empyema. C. LENoR- 
MANT. Rev. méd. de la Suisse Rom., 1935, p. 389. 

The treatment of tuberculous empyema. A. SARNO, J. 
Scrutto, and R. Praccio. Arch. uruguayos de med., 
cirug. y especial., 1935, 6: 553. 

Oleothorax and gelatinothorax in tuberculous empyema. 
F. D. G6mez and J. C. Necro. Arch. uruguayos de med., 
cirug. y especial., 1935, 6: 561. 


Heart and Pericardium 


A case of injury to the heart. P. MazEnxo. Nov. Khir. 
Arkh., 1935, 33: 584. , 

A knife wound of the heart. A. Nov. Khir. 
Arkh., 1935, 33: 583- 

Stab wound of the heart. H. J. WARTHEN. Ann. Surg., 
1935, 102: 152. 

The surgical treatment of fresh wounds of the heart. 
K. VEPKHVADZE. Nov. Khir. Arkh., 1935, 33: 576. 

The surgical treatment of foreign bodies in the heart. 
V. A. Ucon. Bol. inst. de clin. quir., Univ. de Buenos 
Aires, 1934, 10: 239. 

Migration of a needle into the heart through the chest 
wall; surgical removal. Electrocardiographic and roent- 
genographic studies. H. A. GOLDBERGER and H. E. CLark. 
J. Am. M. Ass., 1935, 105: 193.. 

Radiological dimensions of the cardiovascular fluid from 
the third to the seventeenth year. A. Ottverr. Radiol. 
med., 1935, 22: 608 


MINEH. 


INTERNATIONAL ABSTRACT OF SURGERY 


Tumors of the heart. F.C. Hetwic. J. Kansas M. Soc., 
1935, 36: 265. 

Adherent pericardium; results of the Brauer operation 
G. Jona. Policlin., Rome, 1935, 42: sez. prat. 1335. 


Esophagus and Mediastinum 


The surgical anatomy of the thoracic esophagus. F 
LaNzILLo. Riv. di chir., 1935, 1: 100. [437] 

Roentgen diagnosis of foreign bodies in the esophagus, 
with particular reference to the secondary symptoms and 
local swelling of the esophageal wall. S. R. KJELLBERG. 
Acta radiol., 1935, 16: 478. 

Diverticula of the esophagus; ligation of the pedicle; 
resection; recovery. J. ARcE. Bol. inst. de clin. quir., 
Univ. de Buenos Aires, 1934, 10: 247. 

Retrograde esophagoscopy for carcinoma of the esopha- 
gus. G. H. Steere. Brit. M. J., 1935, 2: 63. 

Dilatation of the esophagus for cancer. G. Loewy. Bull. 
et mém. Soc. nat. de chir., 1935, 61: 739. 

Acute suppuration of the mediastinum. W. B. FARNUM 
New York State J. M., 1935, 35: 724. 


Miscellaneous 


A contribution on traumatic chylothorax. Bravo, 
Dfaz-CaNEpO, and Huerta. Actas Soc. de cirug. de 
Madrid, 1934, 4: 67. 

Traumatic intrathoracic rupture of the thoracic duct 
with chylothorax. O. R. Litre and G. W. F 
Surg., 1935, 101: 1367. 

Diaphragmatic hernia. J. E. JENNINGS. 
1935, 102: 138. 

A case of congenital diaphragmatic hernia. J. S. Daty. 
Canadian M. Ass. J., 1935, 33: 73- 

“Eventration” of the right diaphragm. Report of a 
case, with a review of the literature chiefly from the stand- 
point of etiology and diagnosis. L. FELpMAN, I. M. Trace, 
and M. I. Kapitan. Ann. Int. Med., 1935, 9: 62. 

Late result of a thoracophrenic laparotomy for diaphrag- 
matic hernia. P. Huet. Bull. et mém. Soc. nat. de chir., 
1935, 61: 861. 

Closed methods of anesthesia in the surgery of the chest. 
J. Hatton. Brit. M. J., 1935, 2: 159. 


Ann. Surg., 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Hernia as an industrial accident. J. M. S. Borpona. 
Prog. de la clin., Madrid, 1935, 23: 398. 

Hernia in railroad employees. C. C. GREEN. South. 
M. J., 1935, 28: 649. eee ; 

The operative treatment of large incisional hernias. The 
success of our technique. A. W. MEyER and H. Baatz. 
Beitr. z. klin. Chir., 1934, 160: 612. 

Interstitial hernia. S. K. BEIGLER. J. Michigan State 
M. Soc., 1935, 34: 438. i 

The importance of the transversalis fascia in the devel- 
opment of inguinal hernia. Cuper. Monatsschr. f. Unfall- 
heilk., 1935, 42: 122. [438] 

Inguinal hernia with incarcerated ovary and tube. L. V. 
Russ and H. L. Rusu. Am. J. Surg., 1935, 29: 140. 

- Umbilical hernia in children and its treatment. B. 
FREDNER. 1934: Kiel, Dissertation. 

™ Hernia into the umbilical cord. J. K. Narat. 
Surg., 1935, 102: 152. 


Ann. 


The ambulant treatment of hernia. 
Minnesota Med., 1935, 18: 441. 

Goepel’s silver ring net in the treatment of postoperative 
ventral hernia and umbilical hernia. W. STARKLOFF. 1934: 
Leipzig, Dissertation. 

The basis, technique, and cicatrization of the Bassini 
herniotomy. A. CATTERINA. 59 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1935. 

Relaxation of the abdominal wall and of bowel tonus in 
laparotomies, with particular reference to narcylene anes- 
thesia. E. MoEster. Schmerz, 1935, 8: 15. 

Valvular pneumoperitoneum. G. B. Myers, T. H. 
Bate, and J. E. Lorstrom. Ann. Surg., 1935, 102: 144. 

The pathogenesis of encapsulating peritonitis. L. V. 
PosvjANSKY. Sovet. Khir., 1935, 2: 66. 

A case of chronic encapsulating fibrous peritonitis. W. 
vAN RossEm. Nederl. Tijdschr. v. Geneesk., 1935, p. 1113. 

The treatment of diffuse purulent perforating peritonitis. 
G. HOSEMANN. 509 Tag. d. deutsch. Ges. f. Chir., Berlin, 
1935. 





BIBLIOGRAPHY OF 


A case of biliary peritonitis without visible perforation. 
SOLCARD and Perves. Bull. et mém. Soc. nat. de chir., 
1935, 61: 828. 

Two cases of pneumococcal peritonitis simulating acute 
appendicitis. BaupET and Canuzac. Bull. et mém. Soc. 
nat. de chir., 1935, 61: 730. 

Pneumoparacentesis in the ascitic type of tuberculous 
peritonitis. A. ScaTuRRO. Policlin., Rome, 1935, 42: sez. 
prat. 1129. 

The value of the great omentum. H. Zscuavu. Deutsche 
med. Wchnschr., 1935, 1: 669. 

Omental torsion with unusual symptoms. 
BurY. Brit. J. Surg., 1935, 23: 11 

Mesenteric adenitis and B.C.G. vaccine. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 794. 

Mesenteric venous thrombosis. $. WARREN and T. P 
EBERHARD. Surg., Gynec. & Obst., 1935, 61: 102. 


C. R. SAts- 


AIGROT. 


Gastro-Intestinal Tract 


Progress in gastro-enterology in the past years. P. 
DEsTREE. Bruxelles-méd., 1935, 15: 956. 

Roentgenological studies of the stomach, with special 
reference to the ruge. J. S. Boustoc. Colorado Med., 
1935, 32: 524. 

The importance of mucin in the acid balance of the 
stomach. R. H. Monceaux. Presse méd., Par., 1935, 43: 


988. 

The effect of fundusectomy on the acidity of the gastric 
and duodenal content; an experimental study. J. R. 
Watson. Arch. Surg., 1935, 31: I. 

Studies on the physiopathology of the stomach. L. 
CARDENAL and S. Martinez. Actas Soc. de cirug. de 
Madrid, 1934, 4: 61. 

Gastric motility following left phrenic exeresis. M. 
GavazzENI. Policlin., Rome, 1935, 42: sez. prat. 1343. 

Cardiospasm. A report of two cases with postmortem 
observations. P. B. MacCreapy. Arch. Otolaryngol., 
1935, 21: 633 [438] 

The operative treatment of pylorospasm in infants. H. 
Kent and O. THoMANN. Zentralbl. f. Chir., 1935, p. 963. 

Inflammatory stenosis of the pylorus with paralytic di- 
latation of the stomach. R. A. GuTMANN and R. JAHIEL. 
Bull. et mém. Soc. méd. d. hop. de Par., 1935, 51: 959. 

Pyloric stenosis due to biliary calculus having passed 
from the gall bladder into the stomach by perforation; 
cholecystectomy; removal of the calculus; suture of the 
stomach; gastroenterostomy; recovery. H. FRucHAuD. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 899. 

Resection of the pylorus and palliative resection of the 
pylorus and antrum for peptic ulcer of the jejunum. K. 
RESCHKE. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

Complications of resection of the pylorus by the Billroth 
method. S. Smirnov. Nov. Khir. Arkh., 1935, 33: 277. 

Severe gastric hemorrhage following operations upon the 
bones. E. Papin. Bordeaux chir., 1935, p. 187. 

Experimental study on the pathogenesis of gastric ulcer. 
R. Parma. Arch. ital. di chir., 1935, 39: 701. 

What can be said for the digestive traumatic patho- 
genesis of gastric ulcer. G. BAGcro. Policlin., Rome, 1935, 
42: sez. prat. 1237. 

The co-existence of gastric and biliary ulcer with biliary 
lithiasis. A. RopBrant and C. A. TaNturr. Semana méd., 
1935, 42: 1702. 

Two cases of. achalasia of the cardia associated with 
chronic gastric ulcer. H. J. Startinc. Guy’s Hosp. Rep., 
Lond., 1935, 85: 197. 

Experimental studies on the effects of the perforation of 
peptic ulcers. A. BLaLocK. Surg., Gynec. & Obst., 1935, 
61: 20. 


CURRENT 


LITERATURE 487 


Ulcer perforation with uncertain findings. K. NELLER. 
Zentralbl. f. Chir., 1935, p. 1275. 

The absence of muscular rigidity in perforation of gastro- 
duodenal ulcer. A. CAtattna. Actas Soc. de cirug. de 
Madrid, 1934, 4: 41. 

he modern method of medical treatment of gastroduo- 
denal ulcer. M. C. Luapé and T. Torner. Rev. méd. de 
Barcelona, 1935, 12: 435 

Gastric and duodenal ulcers; oe essential to their 
successful medical management. G. B. EusTERMAN. Wis- 
consin M. J., 1035, 34: 473- 

Alkalosis in the treatment of peptic ulcer. 
Lancet, 1935, 229: 187. 

Histidine treatment of peptic ulcer of the lesser curva- 
ture. D. Smit. Brit. M. J., 1935, 2: 154. 

The use of the “permanent” jejunal tube in the treat- 
ment of gastric ulcer. W. GitcEs and F. P. WEBER. Prac 
titioner, 1935, 135: 83. 

Gastric ulcer from the surgical point of view. H. But- 
Lock. Med. J. Australia, 1935, 2: 4 


W. OAKLEY. 


oO. 

The surgical aspects of bleeding gastric and duodenal 
1377. 
[439] 


ulcer. J. J. WESTERMANN. Ann. Surg., 1935, IOI: 

Hemocytometric variations in gastroduodenal ulcer be- 
fore and after operation. A. PrinciGatyr. Ann. ital. di 
chir., 1935, 14: 123. 

Sequele of peptic ulcer following medical and surgical 
treatment. J. W. Hinton. Arch. Surg., 1935, 31: 137. 

A case of gastrojejunocolic fistula. J. H. OLTRAMARE. 
Rev. méd. de la Suisse Rom., 1935, p. 517. 

Gastro-intestinal polyposis. W. GEjRor. 
Tidskr., 1935, p. 452. 

Infective granuloma of the stomach. A. Kotopny. Ann. 
Surg., 1935, 102: 30. 

Intraperitoneal insertion of radon and gastro-enteros- 
tomy in carcinoma of the pyloric end of the stomach. I. 
Levin. Am. J. Roentgenol., 1935, 34: 60. 

Short-circuiting operations for inoperable carcinoma of 
the stomach. H. WEsTHUES. 59 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1935. 

Fibrosarcoma of the stomach. D. C. Cotttns and V. S. 
COUNSELLER. Ann. Surg., 1935, 102: 34. 

Pre-operative and postoperative treatment of gastric dis- 
ease. T. G. Orr. Am. J. Surg., 1935, 29: 26. 

The choice of operation in benign diseases of the stomach. 
S. SeLzoosky and T. Ryspak. Nov. Khir. Arkh., 1935, 
33: 703. cs 

Gastric resection under spinal anesthesia with percain. 
R. BROGLIO. Policlin., Rome, 1935, 42: sez. prat. 1088. 

Vaccination in gastric resection. J. M. MADINAVEITIA. 
Actas Soc. de cirug. de Madrid, 1934, 4: 75. 

Duodenal fistulas following gastric resection. 
Arch. ital. di chir., 1935, 39: 609. 

Wound healing after anterior gastro-enterostomy. II. 
The fate of mucosal inclusions and their prevention; de 
scription of a new suture technique. An experimental 
study in dogs. K. H. Martztotr and G. R. Suckow. 
Arch. Surg., 1935, 31: 10. 

Prolapse of the gastric mucosa into a gastrojejunal anas- 
tomosis following gastrectomy. A. TreRNy. Bull. et mém. 
Soc. nat. de chir., 1935, 61: 820. 

The effect of eserine on intestinal motility. G. S. de la 
Cuesta. Med. rev. mexicana, 1935, 15: 282, 307. 

The vicious circle of intestinal pathology. H. Garn- 
LINGER. Bruxelles-méd., 1935, 15: 815. 

Volvulus neonatorum. L. P. WeRsHuB. Am. J. Surg., 
1935, 29: 128. 

Intestinal obstruction due to double mechanism (vol- 
vulus and bands). O. Amorosr. Ann. ital. di chir., 1935, 
14: IQT. 


Nord. med. 


R. PALMA. 





488 


Bowel obstruction in children due to ascarides. H. 
Harptu. Ugesk. f. Leger, 1935, p. 80. 

Intestinal obstruction due to a non-biliary oxalophos- 
phatic enterolith. Ho Dac Dr. Bull. et mém. Soc. nat. de 
chir., 1935, 61: 832 

Apertures in the mesenterium and the incarceration of 
the intestines. L. Dunye. Nov. Khir. Arkh., 1935, 33: 
448. 

Carcinoma and bowel obstruction. A. HINTzE. 59 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1935. 

Intestinal infarction and hernial strangulation; a case of 
acute extensive enteritis with fatal termination following 
reduction of a strangulated hernia. E. CurtiLiet. Bull. 
et mém. Soc. nat. de chir., 1935, 61: 799. 

An intestinal infarct without a vascular lesion. P. 
MOULONGUET. Bull. et mém. Soc. nat. de chir., 1935, 61: 
866. 

Vesico-intestinal fistula. H. L. LELAND. 
J. Med., 1935, 213: 44. 

The pathology of intestinal carcinoma. J. FELSEN. Ann. 
Surg., 1935, 102: 61. 

Indications for enterostomy, with special reference to 
the technique. G. W. Hawk. Pennsylvania M. J., 1935, 
38: 782. 

The technique of enterostomy. F. Nov. 
Khir. Arkh., 1935, 33: 417 


New England 


BREITFU Ss. 


The vulnerabie areas of tine small bowel in closed trauma ~ 


of the abdomen. VeERGoz, Homar, and Ricarp. Presse 
méd., Par., 1935, 43: 981. 


Contributions on the problem of intestinal invagination. 
H. Fuss and L. Leurs. Beitr. z. klin. Chir., 1935, 161: 117. 
[439] 


A contribution to the roentgen diagnosis of gall-stone 
ileus. A. ScHELE. Acta radiol., 1935, 16: 456. 

Phlegmon of the small bowel and colon due to a simple 
enteritis or erosive colitis. G. E. Konyetzny. Zentralbl. 
f. Chir., 1935, p. 978. 

An anomalous duodenal pouch. J. C. BorLeau GRANT. 
Brit. J. Surg., 1935, 23: 233. 

Chronic duodenal ileus in infancy and childhood. R. 
MILter and H. C. Gace. Lancet, 1935, 229: 115. 

Duodenitis in childhood. J. B. Grttespre and C. 
Granturco. Am. J. Dis. Child., 1935, 50: 158. 

Duodenal ulceration in a five-year-old boy. N. D. 
GANNON. Pennsylvania M. J., 1935, 38: 803. 

Duodenal ulcer and Banti’s disease. J. E. JENNINGS. 
Ann. Surg., 1935, 102: 138. 

Fat necrosis associated with a duodenal ulcer. 
M. J. Smytu. Lancet, 1935, 229: 

Partial gastrectomy for osiinn duodenal ulcer. R. 
LewIsoHN. Ann. Surg., 1935, 102: 142. 

Determination of the resectability of deep duodenal 
ulcers. O. BsteH. Chirurg, 1935, 7: 249. 

The prevention of postoperative duodenal fistula. O. 
Bstex. Zentralbl. f. Chir., 1935, p. 862. 

Free perforation of jejunal ulcer. B. W. WILKINSON. 
Am. J. Surg., 1935, 29: 120. 

Vicious jejunocolostomy with chronic ileac obstruction. 
F. CHRISTOPHER. Am. J. Surg., 1935, 29: 124. 

Ileocolitis. Acute ileocolitis simulating appendicitis and 
characterized by edema of the ileocecal region and mesen- 
teric glands; its relation to “regional ileitis” or ‘‘chronic 
cicatrizing enteritis.” I. H. Erp and A. W. FARMER. 
Surg., Gynec. & Obst., 1935, 61: 6. 

The diagnosis of Meckel’s diverticula. V. Popov. Nov. 
Khir. Arkh., 1935, 33: 435. 

Severe melena from a polyp of Meckel’s diverticulum. 
H. J. Startinc. Guy’s Hosp. Rep., Lond., 1935, 85: 207. 

Carcinoid tumor of a Meckel’s diverticulum. Report of 
a case. I. Price. Brit. J. Surg., 1935, 23: 30. 


INTERNATIONAL ABSTRACT OF SURGERY 


The physiology and mechanics of the colon. J. W. WitT- 
ste. Med. Rec., New York, 1935, 142: 87. 

Congenital malformation of the large bowel. J. A. 
Mackenzie. Brit. M. J., 1935, 2: 61. 

The innervation and muscular activities of the distal 
colon, with a note on the surgical treatment of constipation. 
H. C. Trumste. Brit. J. Surg., 1935, 23: 214. 

The formation of megacolon following anastomosis of 
the large bowel because of chronic obstipation. P. ZANDER. 
Zentralbl. f. Chir., 1935, p. 638. 

Melanosis coli; its clinical significance. 
D. A. Susnow. Arch. Surg., 1935, 30: 974. 

The diagnosis and prognosis of epithelial tumors of the 
large bowel. W. A. FANSLER. J. Am. M. Ass., 1935, 105: 
167. 

q clinical study of carcinoma of the colon. V. MrrER 
and M. Sancer. Nov. Khir. Arkh., 1935, 33: 76. 

The surgery of the colon exclusive of operations for 
tumors and cysts, and on the appendix. L. Dominict. 
Arch. ital. di chir., 1934, 38: 783. 

The appendix vermiformis in infancy and childhood. 
E. L. BAvER. Pennsylvania M. J., 1935, 38: 787. 

Lead poisoning simulating acute appendicitis. P. 
GOINARD. Bull. et mém. Soc. nat. de chir., 1935, 61: 


A. J. ZOBEL and 


3- 

Appendicitis; a challenge. E. G. RaMSpELL. New York 
State J. M., 1935, 35: 673. 

The tragedy of appendicitis. C. D. Brooks. J. Michi- 
gan State M. Soc., 1935, 34: 417. 

Filamented-nonfilamented cell count in appendicitis in 
children. S. D. Mitts. Am. J. Dis. Child., 1935, 50: 36. 

Acute appendicitis. A. Tormey. Wisconsin M. J., 
1935, 34:450. : 

Acute appendicitis in infants and children. A. S. RIssER. 
J. Oklahoma State M. Ass., 1935, 28: 254. 

Acute appendicitis in dogs; an experimental study. E. 
R. Scumipt and A. C. Taytor. Arch. Surg., 1935, 31: 65. 

Acute appendicitis with flat worms. T. ALTENKAMP. 
Muenchen. med. Wchnschr., 1935, 1: 418. 

Disadvantages of routine in the treatment of acute ap- 
pendicitis. V. SvyatukHtn. Nov. Khir. Arkh., 1935, 33: 
49I. 

Serum therapy of gangrenous appendicitis and peri- 
tonitis. M. WEINBERG and M. Lagutére. Presse méd., 
Par., 1935, 43: 877. : 

Fibroplastic appendicitis simulating a tumor. V. JURA. 
Zentralbl. f. Chir., 1935, p. 1067. 

Consideration of the treatment of complicated appendi- 
citis. E. D. CLarK and J. K. Berman. J. Indiana State 
M. Ass., 1935, 28: 320. 

Four new cases of obstruction due to appendicitis; four 
cures. P. Huet. Bull. et mém. Soc. nat. de chir., 1935, 
61: 705. 

Intravenous carbon as a valuable adjunct to the treat- 
ment of acute postappendicular peritonitis. a SAINT- 
Jacques. J. de méd. de Bordeaux, 1935, 112: 

The mortality of appendicitis. j. &d heater” Med. J. 
Australia, 1935, 1: 639. 

The mortality in operations for appendicitis. T. EIKEN. 
Ugesk. f. Leger, 1935, p. 485. 

Carcinoid of the appendix. J. S. JuttA. Rev. de cirug.- 
de Barcelona, 1935, 5: 482. 

The technique of appendectomy. T. Rarv. Nov. Khir. 
Arkh., 1935, 33: 508. 

he revision of the technique of appendectomy. G. 
MELKONJAN. Nov. Khir. Arkh., 1935, 33: 359. 

Circular inverting suture-ligature for use in appendec- 
tomy. S. Nrxon. Am. J. Surg., 1935, 29: 93. 

A case of simple rectal ulcer. A. T. Mrronov. Sovet. 
Khir., 1935, 2: 121. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Recent advances in the treatment of rectal diseases by 
injection methods in ambulatory patients. I. The use of 
Gabriel’s modified solution in the treatment of fissure-in- 
ano. N. STEINBERG. New England J. Med., 1935, 213: 
162. 

Discussion on the radium treatment of malignant disease 
of the rectum and anus. Proc. Roy. Soc. Med., Lond., 
1935, 28: 1251. 

Predisposing factors and the diagnosis of rectal cancer. 
E. G. Martin. Ann. Surg., 1935, 102: 56. 

External irradiation in rectal cancer. J. J. Durry. Ann. 
Surg., 1935, 102: 77. 

Gold radon seeds in rectal cancer. G. E. BINKLEY. Ann. 
Surg., 1935, 102: 72. 

The one-stage abdominorerineal operation for carcinoma 
of the rectum. T. E. Jones. Ann. Surg., 1935, 102: 64. 

Two-stage operation for rectal cancer. F. C. YEOMANS. 
Ann. Surg., 1935, 102: 68. 

Extensive perineal amputation for cancer of the rectum. 
F. Moranp. Rev. de chir., 1935, 54: 493- 

The radical operation for carcinoma of the rectum on the 
basis of clinical material of the last ten years. E. Gotp and 
O. Stritzko. Arch. f. klin. Chir., 1935, 182: 31. [440] 

Anal anatomy with reference to the white line of Hilton 
and the pecten of Stroud. R. I. Hitter. Ann. Surg., 1935, 
102: 81 

The treatment of pruritis ani. A. mo and R. Nostt. 
Bol. Soc. de cirug. de Rosario, 1935) 2 

The treatment of hemorrhoids. $ 
Madrid, 1935, 6: 514. 

The non-operative treatment of hemorrhoids. 
PLanas. Rev. méd. de Barcelona, 1935, 12: 325. 

The injection treatment of hemorrhoids. O. MUELLER. 
Med. Klin., 1935, 1: 486. 

Anal fistulas; ambulatory treatment of extrasphincteral 
fistulas. R. KAUFMANN. Presse méd., Par., 1935, 43: 954- 

The closing of an artificial anus. B. FRANKENBERG and 
A. GapcteEv. Nov. Khir. Arkh., 1935, 33: 542. 


. DE a Medicina, 


A. -C. 


Liver, Gall Bladder, Pancreas, and Spleen 


A brief discussion of the biliary problem. R. L. Ropes. 
J. Med. Ass. Georgia, 1935, 24: 259. 

The synthesis of hippuric acid; its value in detecting 
hepatic damage secondary to diseases of the extrahepatic 
biliary system. P. F. Vaccaro. Surg., Gynec. & Obst., 
1935, 61: 36. 

When is operation indicated in biliary tract disease? 
H. FInsTerRER. Med. Klin., 1935, 1: 601, 639. 

Functional tests of the liver. V. CATALANOTTI. 
segna internaz. di clin. e terap., 1935, 16: 526. 

The bilirubin and urobilin in pigmentary hepatic insuf- 
ficiency. A. L. Garcia. Rev. méd. Lat.-Am., 1935, 20: 


Ras- 


731. 

nner “ae of jaundice. R. M. LitTLEDALE. Brit. M. J., 
1935, 2: 
otal “liver death”’; clinical and experimental study. 
F. F. Boyce and E. M. McFetripce. Arch. Surg., 1935, 
31: 105. 

Intrahepatic stones. Nov. Khir. Arkh., 
1935, 33: 510 

Trabecular adeno- epithelioma of the liver; surgical re- 
moval; cure over a period of three years. A. BAUMGARTNER 
and N. FrEesstNcER. Bull. et mém. Soc. nat. de chir., 1935, 
61: 772. 

A case of primary carcinoma of the liver. S. A. Toomson. 
Canadian M. Ass. J., 1935, 32: 675. 

Surgical aspects of diseases of the liver and biliary tract. 
H. R. G. Poate. Royal Prince Alfred Hosp. Year Book, 
1934, Pp. 78. 


E. SLOTVER. 


489 


Total extirpation of a hydatid cyst and resection of the 
liver. V. ASTRAKHANSKY. Nov. Khir. Arkh., 1935, 33: 424. 

Cholecystography. E. N. Coxttns. Cleveland Clin. 
Quarterly, 1935, 2: 16. 

Cholecystography. A. C. Mooney. 
1935, 8: 403. 

Double oral administration of dye for cholecystography. 
I. W. Jacoss. U.S. Nav. M. Bull., 1935, 33: 362. 

Acute cholecystitis. J. McKenty. Canadian M. Ass. J., 
1935, 33: 59: 

Cholecystitis simulating echinococcus cyst. 
KANYI. Wien. klin. Wchnschr., 1935, 1: 592. 

Giardia infestation of the gall bladder and intestinal 
tract. R. M. CALDER and R. H. Ricpon. Am. J. M. Sc., 
1935, 190: 82. 

Emergency cholecystectomy for severe acute cholecys- 
titis. A. J. BENGOLEA. Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1935, 19: 254. 

Emergency cholecystectomy in severe acute cholecystitis. 
A. GALLO. Bol. y trabl. Soc. de cirug. de Buenos Aires, 
1935, 19: 298. 

Emergency cholecystectomy for severe acute cholecystitis. 
R. L. Mascrotrra. Rev. méd.-quirarg. de patol. femenina, 
1935, 3: 542. 

Biliary peritonitis without visible perforation; chole- 
cystitis due to typhoid bacillus; cholecystectomy; recovery. 
M. SALMON. Bull. et mém. Soc. nat. de chir., 1935, 61: 878. 

Cholelithiasis in a child of three years and — months. 
W. S. Brown. Med. J. Australia, 1935, 2: 

Surgical problems associated with cholelithiasis 
Dinsmore. Wisconsin M. J., 1935, 34: 4 

Gas gangrene of the gall bladder. va o, RoprRiGuEz. 
Bol. y trab. Soc. de cirug. de Buenos Aires, 1935, 19: 272. 

Lymphatic stasis in the genesis of lipoidosis of the gall 
bladder. A. Morattt. Clin. chir., 1935, 11: 357. [440] 

Liver deaths following surgery of the gall bladder. H. W. 
Hewitt. J. Michigan State M. Soc., 1935, 34: 421. 

Air in the bile passages. A review and report of a case. 
S. CANDEL and W. L. Wotrson. J. Am. M. Ass., 1935, 
105: 188. 

Injuries to the bile ducts and pancreatic ducts in resec- 
tion of the stomach. G. BRANDT. 59 Tag. d. deutsch. Ges. 
f. Chir., Berlin, 1935. 

Papillary colloid adenocarcinoma of the extrahepatic 
bile ducts. W. WALTERS and P. F. Otson. Minnesota 
Med., 1935, 18: 460. 

Experiences in the Giessener Clinic in surgery of the 
biliary passages. F. BERNHARD. 59 Tag. d. deutsch. Ges. 
f. Chir., Berlin, 1935. 

Plastic replacement of the extrahepatic biliary passages. 
H. Kuntzen. Zentralbl. f. Chir., 1935, p. roar. 

The late results of operations on the bile ducts. E. 
SHAKHBAZJAN, D. MaArtynov, and T. Novrkova. Sovet. 
Khir., 1935, 2: 103. 

Stricture of the common bile duct. K. H. AYNESWoRTH. 
Am. J. Surg., 1935, 28: 562. [441] 

The technique of operation on the common bile duct. 
A. W. ALLEN and R. H. Wattace. Am. J. Surg., 1935, 28: 

441) 


Brit. J. Radiol., 
[440] 


R. VAL- 


R. S. 


ia 

Resection of the hepatic duct and the ductus choledochus 
because of carcinoma. R. Demet. Arch. f. klin. Chir., 
1935, 182: 148. 

The pancreas in diseases of the liver. 
Riforma med., 1935, 51: 703. 

Diverticulum of the duodenum as the etiology of certain 
types of pancreatitis. P. Moure and J. MIALERET. Bull. 
et mém. Soc. nat. de chir., 1935, 61: 851. 

Acute edematous pancreatitis in chronic pancreatitis. 
Cuné£o0 and TaILHEFER. Bull. et mém. Soc. nat. de chir., 
1935, 61: 864. 


N. SANGUIGNO. 





490 


The surgical treatment of acute pancreatitis. R. 
Grécorre. Bull. et mém. Soc. nat. de chir., 1935, 61: 750. 

Pancreatic lithiasis. T. C. Bost. Am. J. Surg., 1935, 
29: 8s. 

Acute pancreatic necrosis. South. M. & 
S., 1935, 97: 377- 

Subtotal pancreatectomy for hyperinsulinism. J. M. 
McCaucHan. Ann. Surg., 1935, 101: 1336. [443] 

Anastomosis between the pancreatic ducts and the 
gastro-intestinal tract. E. GOHRBANDT. 59 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1935. 

The effect of adrenalin injection on the blood of patients 
with and without spleens. A. J. PATEK, JR., and G. A. 
DaLanpb. Am. J. M. Sc., 1935, 190: 14. 

Spontaneous rupture of the spleen. W. D. GALLoway. 
Brit. J. Surg., 1935, 23: 235. 

Spontaneous rupture of the spleen. K. Syapsky. 
Khir. Arkh., 1935, 33: 156. 

Mycotic splenomegaly. T. 
Arkh., 1935, 33: 100. 

Indications for splenectomy in malarial splenomegaly. 
T. KOLESNICHENKO. Nov. Khir. Arkh., 1935, 33: 422. 


S. JOHNS. 


Nov. 


Pavitonsky. Nov. Khir. 


INTERNATIONAL ABSTRACT OF SURGERY 


Splenectomy in cirrhotic hypertrophic ‘‘anitterica”’ 
splenomegaly. J. Carott and M. Coppo. Policlin., Rome. 
1935, 42: sez. prat. 1123. 

Reticulo-endotheliosis; Gaucher’s disease. L. GONZALEZ 
Rusio and J. M. Iciestas Parca. Arch. de med., cirug. 
y especial., 1935, 16: 357. 


Miscellaneous 


Strangulated internal hernia. G. F. LANGLEY. Brit. J. 
Surg., 1935, 23: 119. 

Tuberculosis of the ileocecal region. L. M. BoRUKHIN. 
Sovet. Khir., 1935, 2: 126. 

Liposarcoma of the abdomen with ovarian metastases. 
C. Danret and A. Bases, Gynec. si obst., 1935, 10: 115. 

Retroperitoneal lipomyxosarcoma. C. WILLIAMs. J. 
Am. M. Ass., 1935, 105: 195. 

Laparotomy in painful abdominal crises. J. Murarp. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 871. 

Structural changes in the blood plasma protein following 
laparotomy under local anesthesia. S. LaczKa. Magy. 
Nogyégy., 1935, 4: 59. 


GYNECOLOGY 


Uterus 


The architectonic differences of collagen in a non-preg- 
nant uterus in various stages and in the pregnant uterus 
during different months of pregnancy. G. VALLE. Gine- 
cologia, Torino, 1935, 1: 663. 

Double uterus. GUILHEM. 
gynéc. de Par., 1935, 24: 365. 

The gynecological significance of bicornate uterus. F. 
RHEMANN. Magy. Négydgy., 1935, 4: 57. 

Perforation of the uterus with injury to the bowel. P. I. 
PROTOPESCU. Rev. Obstet., 1935, 15: 94. 

Acute axial torsion of the uterus. C. H. Hawes. 
Surg., 1935, 102: 37. 

Inguinal herniation of the uterus. 
chir., 1935, 11: 449. 

Hypertrophic elongation of the uterine cervix. BER- 
NARDBEIG, FOURNTE, and PRADEL. Bull. Soc. d’obst. et de 
gynéc. de Par., 1935, 24: 358. 

Experiences with the Strassmann plastic operation on 
the uterus. A. W. Hocutorr. Zentralbl. f. Gynaek., 
1935, P. 804. 

The treatment of irregular glandular hyperplasia with 
the blood from pregnant women. P. N. Damm. Ugesk. f. 
Leger, 1935, Pp. 387. : 

Radiotherapy as the treatment of choice in gynecological 
hemorrhage. G. Donato. Prog. de la clin., Madrid, 1935, 
23: 410. 

Partial amputations or conical excision of the uterine 
cervix in chronic cervicitis. E. A. BoERo. Bol. Soc. de 
obst. y ginec. de Buenos Aires, 1935, 14: 134. 

Tuberculosis of the cervix. J. BEAuFAys. Zentralbl. f. 
Gynaek., 193 706. 

The possibility of internal hemorrhage in uterine tumors. 
G. SCHAEFER. Ztschr. f. Geburtsh. u. Gynaek., 1935, 110: 


Bull. Soc. d’obst. et de 


Ann. 


D. Panpari. Clin. 


345. 
Adenomatous polyp and hypertrophic elongation of the 


uterine cervix. Binet, TIEGER, and CARAC. 
d’obst. et de gynéc. de Par., 1935, 24: 338. 
Decidual formation in a cervical polyp and its diagnostic 
value. H. Witter. Zentralbl. f. Gynaek., 1935, p. 979. 
Fibromyoma of the cervix uteri. V. S. CoUNSELLER and 
D. C. Corts. Am. J. Obst. & Gynec., 1935, 30: 108. 


Bull. Soc. 


Two rare complications of fibroma. BARTHELEMY. Bull. 
Soc. d’obst. et de gynéc. de Par., 1935, 24: 350. 

Intraperitoneal hemorrhage in ‘otherwise uncomplicated 
uterine myomas. H. JoHANssON. Acta obst. et gynec. 
Scand., 1935, 15: 219. 

Cardiac disturbances in patients with myoma, and their 
treatment. A. Gusso. Zentralbl. f. Gynaek., 1935, p. 800. 

Results of radium therapy in benign conditions of the 
uterus. J. A. CorscaDEN. Am. J. Roentgenol., 1935, 33: 
810. 

Cancer of the uterus following irradiation for metror- 
rhagia. R. Fournrer. Rev. franc. de gynéc. et d’obst., 
1935, 30: 445. 

Cancer of the cervical stump following subtotal hyster 
ectomy. S. DIsTEFANO. Clin. ostet., 1935, 37: 328. 

Cancer of the uterus in childhood. H. A. Lockwart. 
Am. J. Obst. & Gynec., 1935, 30: 76. 

Nine hundred cases of carcinoma of the female genitalia. 
A. ZOLOKAR. Med. Pregl., 1935, 10: 65. 

The treatment of carcinoma of the cervix with radium 
and the X-rays. A. Ratti. Rassegna internaz. di clin. e 
terap., 1935, 16: 499. 

A case of cancer of the cervix treated by Wertheim’s 
hysterectomy; six-year cure. H. W. Jonnston. Canadian 
M. Ass. J., 1935, 33: 72. 

The necessity of removing the adnexa with the uterus in 
operating for carcinoma of the body of the uterus. FE. 
Wattsrucs. Zentralbl. f. Gynaek., 1935, p. 865. 

Sarcoma of the cervix uteri. G. H. RomBerc. Am. J. 
Surg., 1935, 29: 136. 

Non-polypoid sarcoma of the cervix uteri. 
STINE. Am. J. Obst. & Gynec., 1935, 30: 145. 

Simple vaginal hysterectomy. A. J. PAvLovsky. Se nana 
méd., 1935, 42: 1635. 


M. T. Gotp- 


Adnexal and Periuterine Conditions 


A case of traumatic torsion of the normal adnexa. A 
CHARBONNIER and H. Branprt. Bull. et mém. Soc. nat. de 
chir., 1935, 61: 835. 

Functional importance of the round ligaments in main 
taining the position of the uterus. G. Morra. Ginecologia 
Torino, 1935, 1: 562. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Tumors of the round ligament of the uterus. 
zICSKA. Magy. Niégydgy., 1935, 4: 37- 

Electrical removal of the interstitial portion of the tube 
for sterilization. F. A. ScHEFFzEK. Zentralbl. f. Gynaek., 
1935, P- 2786. 

The endocrine function of the ovaries. 
Rev. méd. de Chile, 1934, 62: 509. 

The surgical treatment of ovarian dysfunctions. M. R. 
Rosinson. Am. J. Obst. & Gynec., 1935, 30: 18. [444] 

Reactivation of senile human ovaries. A. WESTMAN. 
Zentralbl. f. Gynaek., 1935, p. 676. 

Conservation of the ovary following hysterectomy. E. 
MERIEL and G. RreuNAv. Rev. frang. de gynéc. et d’obst., 
1935) 30: 433- 

Intraperitoneal hemorrhage due to rupture of the 
graafian follicle. G. Cotre and G. Patiot. Gynéc. et 
obst., 1935, 31: 712. 

Ovarian cyst communicating with the uterine tube; 
hydrorrhea. Lrepoux-LEBARD, FUNCK-BRENTANO, WAL- 
LON, and DatsaceE. Bull. et mém. Soc. nat. de chir., 1935, 
61: 838 

Rupture of ovarian cysts into the intestine. D. Mav- 
RODIN. Gynec. si obst., 1935, 10: 125. 

Ovarian metastases of epitheliomas of the digestive 
tract; Krukenberg tumors. R. CroussE and A. Dupont. 
Bruxelles-méd., 1935, 15: 902, 931. [444] 

Krukenberg ge J. Caavannaz. Rev. de chir., 
Par., 1935, 54: 4 [445] 

A further a to the knowledge of granulosa- 
cell tumors. E. Kiarren. Zentralbl. f. Gynaek., 1935, p. 
614. 

Epithelioma of the ovary developing in an old dermoid 
cyst with encysted serous fluid. E. Mérret and R. 
DrevutaFf£. Gynéc. et obst., 1935, 31: 720. 

Researches in the histophysiology of ovarian grafts. R. 
Bourc. Bruxelles-méd., 1935, 15: 821. 

Therapeutics with ovarian hormones. C. KAUFMANN. 
J. Obst. & Gynec. Brit. Emp., 1935, 42: 400. [446] 


. Ru- 


E. BUNSTER. 


External Genitalia 


The effect of sex life on the biochemistry of the vagina. 
J. Kiss. Magy. Négyégy., 1935, 4: 42. 

The investigation and treatment of vaginal discharges. 
H. Jacoss. Med. J. Australia, 1935, 2: 101. 

The treatment of trichomonas vaginitis with concen- 
trated salt solution. L. RosENTHAL, L. S. ScHWARTz, and 
J. Katpor. J. Am M. Ass., 1935, 105: 105. 

The treatment of leucorrhea and inflammatory reactions 
of the vaginal mucosa and the uterine cervix by local vac- 
cination according to the method of Besredka. R. DAuNAy, 
and T. GALLET. Bull. Soc. d’obst. et de gynéc. de Par., 
1935, 24: 331. : . 

Cystic lymphangioma of the rectovaginal septum. 
HaMANT and ROTHAN. Bull. Soc. d’obst. et de gynéc. de 
Par., 1935, 24: 339- 

Adenomyoma of the rectovaginal septum treated by 
radiological methods. H. H. Bowrnc. Radiology, 1935, 
25: 46. 

The formation of an artificial vagina. R. KLEITSMAN. 
Gynéc. et obst., 1935, 5. 

The hemorrhage of defloration. Brnet and TIcER. Bull. 
Soc. d’obst. et de gynéc. de Par., 1935, 24: 346. 

Severe hemorrhage due to rupture of the hymen. A. 
Binet and M. Trecer. Presse méd., Par., 1935, 43: 980. 

A new colposcope. H. O. Maryan. Am. J. Obst. & 
Gynec., 1935, 30: 148. 

Pseudodiphtheritic vulvitis and secondary luetic vulvitis. 
W. DE Souza RupcE. Rev. de obst. e ginec. de Sao Paulo, 
1935, 1: 23. 


491 


A cylindroma of the vulva. 

Path., 1935, 62: 140. 

The comparative tendency of kraurosis and leukoplakia 
of the vulva to become malignant. P. J. Kearns. Canadian 
M. Ass. J., 1935, 33: 48. 


M. Fosse. Zentralbl. f. 


Miscellaneous 


Eighteen practical gynecological questions. F. Papin. 
J. de méd. de Bordeaux, 1935, 112: 490. 

The effect of the menstrual cycle on emotional life. R. 
Husert. Arch. f. Gynaek., 1934, 158: 275. 

Periodic variations in the menstrual cycle. G. Woxpa. 
Nederl. Tijdschr. v. Geneesk., 1935, p. 1381. 

Amenorrhea. I. A. WIJSENBECK. Nederl. Tijdschr. v. 
Geneesk., 1935, p. 1798. 

The physiology of the climacterium. S. GENELL. Nord. 
med. Tidskr., 1935, p. 246. 

The interpretation of irregular genital bleeding during 
and after the menopause. F. E. KEENE. Pennsylvania 
M. J., 1935, 38: 774. 

The hormones and the external genitalia. 
NER. Endokrinol., 1935, 15: 232. 

Functional variations between the anterior lobe of the 
hypophysis and the ovaries. J. A. DuBowrk. Arch. f. d. 
ges. Physiol., 1935, 235: 412. 

Roentgenographic studies of the cranium of women with 
dysfunction of the genital organs. M. Facroxr. Ginecol- 
ogia, 1935, 1: 625. 

An evaluation of the constitutional effects of large doses 
of estrogenic principle. C. Mazer, D. R. MERANZE, and 
S. L. IsraEt. J. Am. M. Ass., 1935, 105: 257. 

An experimental contribution on the synergism between 
estrin and pituitrin. E. M@LLER-CHRISTENSEN. Hosp.- 
Tid., 1935, p. 216. 

modification of the Castafio operation for pelvic 
varicosities. A. J. Risorfa. Semana méd., 1935, 42: 
1576. 

Primary thrombopenia syndromes and the obstetrical 
and gynecological form. E. Berutti. Ginecologia, 1935, 
I: 579. 

The incidence of proctitis in gonorrhea of females. P. A. 
CLEMENTs and K. E. A. HucuHes. Lancet, 1935, 220: 
18. 

The treatment of gonorrhea in the female. R. FRANz. 
Wien. klin. Wchnschr., 1935, 1: 402. 

Routine treatment of gonorrhea in females. B. Notes. 
Am. J. Obst. & Gynec., 1935, 30: 121. 

Two cases of retroperitoneal pelvic cysts. J. R. PINSAN. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 881. 

The experimental production of excessive endometrial 
hyperplasia. S. ZUCKERMAN and A. H. Morse. Surg., 
Gynec. & Obst., 1935, 61: 15. 

Endometriosis of the sigmoid. R. W. BARTLETT. Am. 
J. Surg., 1935, 29: 122. 

Retroperitoneal intrapelvic ganglioneuroma and its 
operative removal. E. Kewrer. Arch. f. Gynaek., 1935, 
158: 582. 

A case of simultaneous primary carcinoma of the breast 
and uterine cervix. Z. RycHLowskr. Ginek. polska, 1934, 
13: 789. 

The development of multiple venous thrombosis as an 
allergic reaction of the venous system in genital carcinoma. 
M. G. SsERpJuKOFF and B. A. Jecororr. Monatsschr. f. 
Geburtsh. u. Gynaek., 1935, 99: 56. 

Complications of radium therapy in gynecological carci- 
noma. A. HAMANN and A. GOEBEL. Zentralbl. f. Gynaek., 
1935, P- 677. , 

Dangers of gold stem pessaries. M. P. WARNER. Med. 
Rec., New York, 1935, 142: 69. 


O. O. FELL- 





492 


The thermic effect of the short wave and of diathermy 
in the field of gynecology. G. VurcHto. Ginecologia, 1935, 
I: 553. 

Experiences with short-wave therapy in gynecolog- 
ical inflammations. H.SreEpENTOPF. Muenchen. med. 
Wehnschr., 1935, 1: 382. 


INTERNATIONAL ABSTRACT OF SURGERY 


Ureteral obstruction following irradiation of the female 
pelvic organs. W. Extey. J.-Lancet, 1935, 55: 419. 

Resection of the presacral nerve by the method of Cotte. 
J. Novak. Zentralbl. f. Gynaek., 1935, p. 371. 

The use of dilaudid in gynecological surgery. T. K. Brown 
andH.L.Kue1ne. Am. J. Obst. & Gynec., 1935, 30: 89. 


OBSTETRICS 


Pregnancy and Its Complications 


The Zondek-Aschheim reaction in diagnosis. D. SmiTH. 
Glasgow M. J., 1935, 124: 12. 

The Aschheim-Zondek test and roentgen irradiation. 
L. NUERNBERGER. Zentralbl. f. Gynaek., 1935, p. 722. 

The relationship between the Langhans cells and the 
Aschheim-Zondek test. R. Proust, M. Parat, and R. 
PatmER. Bull. Soc. d’obst. et de gynéc. de Par., 1935, 24: 
317. 

Ectopic pregnancy. H. Koster and W. I. SHEINFELD. 
Am. J. Obst. & Gynec., 1935, 30: 93. 

A five-year survey of ectopic pregnancy. C. W. MuEL- 
LER. Am. J. Surg., 1935, 29: 42. 

Combined extra-uterine and intra-uterine pregnancy. 
R. J. HEFFERNAN. New England J. Med., 1935, 213: 
120. 

Simultaneous intra-uterine and extra-uterine pregnancy. 
A. Katz. Zentralbl. f. Gynaek., 1935, p. 1054. 

Extra-uterine pregnancy partially eliminated by the 
intestine. E. A. Fox. Bol. Soc. de obst. y ginec. de Buenos 
Aires, 1935, 14: 121. 

Tubal gestation. C. H. Tyrong, S. A. ageoeyers? and 
C. G. Cotttns. Am. J. Obst. & Gynec., 1935, 30: II 

Ovarian pregnancy. N. P. Costa and A. Fatsfa. “Bol. 
Soc. de obst. y ginec. de Buenos Aires, 1935, 14: 126. 

A clinical and pathological study of placenta marginata. 
I. Lupescu. Rev. Obstet., 1935, 15: 81. 

One hundred cases of placenta previa centralis and 
marginalis. M. Pacurari. Ginecologia, 1935, 1: 537. 

[448 

A case of placental monster. Lovyot. Bull. Soc. d’obst. 
et de gynéc de Par., 1935, 24: 337. 

The effect of maternal diet on Vitamin A reserve of the 
fetus. E. Gumpetti. Ginecologia, Torino, 1935, 1: 597. 

Ophthalmologically important roentgen-ray injuries to 
the fetus after irradiation during pregnancy. E. ENGEL- 
KING. Klin. Monatsbl. f. Augenh., 1935, 94: 151. [448] 

Intra-uterine intracranial damage following illuminating 
gas poisoning of the mother. F. NEuBURGER. Beitr. z. 
gericht. Med., 1935, 13: 85. 

A case of fetal peritonitis associated with hydrocolpos. 
C. Supers. Clin. ostet., 1935, 37: 332 

Intra-uterine fracture ‘of the leg. EcaLLe and Suzor. 
Bull. Soc. d’obst. et de gynéc. de Par., 1935, 24: 327. 

A study of the fetal mortality in patients with organic 
heart disease. H. M. Teer. Am. J. Obst. & Gynec., 1935, 
30: 53. 

Variations of the total blood phosphorus in the physio- 
logical puerperal state. G. Morra. Ginecologia, 1935, 1: 


50. 
The blood cholesterol during pregnancy. 
BUGNARD, and CoLomsiés. Bull. Soc. d’obst. et de gynéc. 


GUILHEM, 


de Par., 1935, 24: 366. 

Studies on glutathione in pregnancy and the puerperium. 
CrERBONE. Arch. di ostet. e ginec., 1935, 42: 326. 

The deaminizing power and the formation of urea in the 
liver during pregnancy. L. Herotp. Afch. f. Gynaek., 
1935, 159: 166. 


A roentgenological study of the topographic and func- 
tional changes of the intestine in pregnancy at term. S. 
Zoccut and E. Rospeccut. Ginecologia, 1935,1:677. [448] 

Motor functional disturbances of the pelvis and ureter in 
pregnancy and the puerperium studied by chromocystos- 
copy. B. SoRRENTINO. Clin. ostet., 1935, 37: 321. 

The management of the prenatal and the postnatal 
cervix. M. A. Castatto and T. L. Montcomery. Am. J. 
Obst. & Gynec., 1935, 30: 37. 

Fatal spontaneous rupture of the cervix. G. GERGELY. 
Zentralbl. f. Gynaek., 1935, p. 1111. 

Uterine rupture with pregnancy in the uterine angle. L. 
SANTANELLI. Rev. méd. d. Rosario, 1935, 25: 436. 

Hemorrhage in late pregnancy. P. H. SmitH. Am. J. 
Obst. & Gynec., 1935, 30: 62. 

Some extra-uterine complications of pregnancy. H. H. 
Wark, Jr. Virginia M. Month., 1935, 62: 190. 

A case of chorea of pregnancy treated by intraspinal 
injections of electrargol. R. Briquet. Rev. de obst. e 
ginec. de Sao Paulo, 1935, 1: 1. 

The edema of pregnancy. Lrvy-Sorat and GvuEIssaz. 
Clin. ostet., 1935, 37: 358. 

A case of nephropathy of pregnancy of predominantly 
hypertensive type. F. TALLAFERRO and R. U. FERNANDEZ. 
Bol. Soc. de obst. y ginec. de Buenos Aires, 1935, 14: 113. 

The liver in normal pregnancy and in the toxemia of 
pregnancy. J. B. LiusrA. Arch. de med., cirug. y especial., 
1935, 16: 424. 

Cases of polyneuritis and myelitis caused by pregnancy 
toxemia. V. VAYRYNEN. Acta obst. et gynec. Scand., 1935, 
15: 182. [449] 

Further quantitative determinations of prolan and estrin 
in pregnancy; with especial reference to late toxemia and 
eclampsia. G. VAN S. SmitH and O. W. Situ. Surg., 
Gynec. & Obst., 1935, 61: 27. 

The follicular-hormone content of the blood in eclamptic 
patients. W. BICKENBACH and H. Fromme. Klin. Wchn- 
schr., 1935, 1: 496. 

Experimental results obtained in the study of the 
toxicity of serum from patients with eclampsia. A. N. 
Morosova and N. M. ALBEecova. Gynécologie, 1935, 34: 
301. 

The etiology and pathogenesis of eclampsia, with partic- 
ular reference to the heart. A. Drenst. Monatsschr. {. 
Geburtsh. u. Gynaek., 1935, 99: 13. 

Allergy and eclampsia. Experimental eclampsia. R. 
KNEPPER. Klin. Wehnschr., 1934, 2: 1751. 

Convulsive eclampsia complicating retroplacental hema- 
toma without uterine apoplexy. BrporrE. Bull. Soc. 
d’obst. et de gynéc. de Par., 1935, 24: 320. 

Veratrum viride in the treatment of eclampsia. R. D. 
BRYANT. Am. J. Obst. & Gynec., 1935, 30: 46. 

Angiospasm and pregnancy. A. FRruntnsHorz. Bull. 
Soc. d’obst. et de gynéc. de Par., 1935, 24: 341. 

Tabes and pregnancy. S. SzéxkAcs. Orvosi hetil., 1935, 

. 402. 

Diabetes and pregnancy. Garipuy, GUILHEM, and 
Grimovup. Bull. Soc. d’obst. et de gynéc. de Par., 1935, 24° 
363. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Some ae in pregnancy and diabetes. D. W. 
KRraMER. Am. J. Obst. & Gynec., 1935, 30: 68. 
Gonorrhea and pregnancy. R. SPIEGLER and W. Har- 
TUNG. Monatsschr. f. Geburtsh. u. Gynaek., 1935, 99: 41. 
Syphilis and ee. A clinical study of 2,150 cases. 
J. R. McCorp. J. Am. M. Ass., 1935, 105: 89. [449] 


Diagnostic difficulties in a case of pregnancy complicated 
by a softened fibroma. REEB. Gynécologie, 1935, 34: ‘das 
449] 


Incomplete abortion and miscarriage; an analysis of 521 
cases. T. M. Boutware. South. M. J., 1935, 28: 645. 

Abortion in the bicornate unicervical uterus simulating 
extra-uterine pregnancy. L. Pucctont. Clin. ostet., 1935, 


37: 339- 

Abortion following surgical interventions 
pregnancy. P. F. Casas. Rev. méd. 
25: 426. 

A case of criminal abortion. B. DELL’OrRo, A. CARONEs, 
and L. Yaconcick. Bol. Soc. de cirug. de Rosario, 1935, 
2: 48. 

A case of abdominal lesion in an attempt at abortion. 
G. BERTONE. Ginecologia, Torino, 1935, 1: 570. 

Therapeutic abortion and the law. G. GALLINARO. Clin. 
ostet., 1935, 37: 354- 

Acute post-abortum renal insufficiency; decapsulation 
and chloride administration. H. CHABANIER, C. LoBo 
ONELL, P. GAuME, and E. LEtu. Rev. méd. de Chile, 1934, 
62: 693. 

A case of post-abortum tetanus. BERNARDBEIG. 
Soc. d’obst. et de gynéc. de Par., 1935, 24: 359 

Digital curettage following abortion. L. Bovier. 
et mém. Soc. d .chirurgiens de Par., 1935, 27: 297. 

The autoplasty of Strassmann and an anatomopatholog- 
ical discussion of its effect on the possibility of pregnancy. 
A. ForNERO. Ginecologia, 1935, 1: 609. 


during 
d. Rosario, 1935, 


Bull. 
Bull. 


Labor and Its Complications 


The pelvis in primiparas. J. A. BerutI. Semana méd., 
1935, 42: 1689. 

The count of uterine contractions in cases with premature 
rupture of the membranes, with particular reference to 
labor in old primiparas with a normal pelvis. H. GoEcKE. 
Monatsschr. f. Geburtsh. u. Gynaek., 1935,,99: 24. 

Mercurochrome to secure vaginal antisepsis during 
labor. H. W. Mayes. Am. J. Obst. & Gynec., 1935, 30: 80. 

Idiopathic, painless, unconscious oe J. PEETERs. 
Nederl. Tijdschr. v. Geneesk., 1935, p. 

The course of labor in difficult first haere G. KLIPFEL. 
1934: Freiburg i. Br., Dissertation. 

Delivery in a woman with a persistent cloaca. EcaLLEe 
and Suzor. Bull. Soc. d’obst. et de gynéc. de Par., 1935, 
24: 330. 

Twenty-three cases of rupture of the uterus during labor. 
E. bares 9 Verhandl. d. 1 Kong. jugoslav. chir. Ges., 
1934, 4: 

The le a blood transfusion in the treatment of obstet- 
rical hemorrhage. W. J. DrecKMANN and E. F. Datty. 
Am. J. Obst. & Gynec., 1935, 30: I. 

Occiput _— J. G. Crotty. Am. J. Obst. & Gynec., 
1935, 39: 9 

The Kjelland forceps judged on the basis of 200 applica- 
tions, and a modification of the vege of their use. F. 
LORENZETTI. Ginecologia, 1935, 1 [450] 

The technique of the Kjelland ince t in high arrest of 
the head with flat and generally contracted pelvis. V. 
FoEDERL. Zentralbl. f. Gynaek., 1935, p. 629. 

Symphyseotomy for contracted pelvis and edema of the 
cervix; cessation of the edema. Suzor. Bull. Soc. d’obst. et 
de gynéc. de Par., 1935, 24: 328. 


493 


Enlarged indications for cesarean section in the treat- 
ment of Grade I pelvic constriction. F. D’Ercuta. Clin. 
ostet., 1935, 37: 347- . 

he technique of cesarean section. 
Gynécologie, 1935, 24: 298. 

Extraperitoneal cervicocesarean section. Rojas, BAZAN, 
BoERo, and TALLAFERRO. Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1935, 14: 108. 

Cesarean section; factors influencing mortality. A. T. 
Bowers. Am. J. Obst. & Gynec., 1935, 30: 103. 

A case of rupture of the uterus with hysterectomy follow- 
ing previous cesarean section. W. J. StEvENs. Canadian 
M. Ass., J., 1935, 33: 71- 

Concerning the influence of pitocin on the conditions 
during delivery of the placenta. O. ScHErBEL. Acta obst. 
et gynec. Scand., 1935, 15: 211. 

Manual detachment of the placenta and intra-uterine 
palpation. B. KristENSEN. Acta obst. et gynec. Scand., 
1935, 15: 165. [450] 

Cervical tears. I. SZENTEH. Orvosképzés, 1935, 25: 261. 


P. CARRERAS. 


Puerperium and Its Complications 


Postpartum care. W. D. FULLERTON. Ohio State M. J., 
1935, 31: 509. 

The tonus of the sympathetic system in the puerperium. 
M. L. PéreEz and J. ROSENVASSER. Semana méd., 1935, 
42: 1553- 

Late puerperal hemorrhage. T. Komorovscxi and G. 
OLANESCU. Rev. Obstet., 1935, 15: 72. 

Late infectious puerperal hemorrhage. 
Ginek. polska, 1934, 13: 741. 

Delayed chloroform poisoning in obstetrical practice. 
G. F. GrpBerD. Guy’s Hosp. Rep., Lond., 1935, 85: 142. 

The treatment of puerperal infection. L. G. Campos. 
Rev. mexicana de cirug., ginec. y cAncer, 1935, 3: 339- 

The treatment of puerperal sepsis. G. F. GrBBERD. 
Practitioner, 1935, 134: 738. [450] 

The therapy of the Cook County Hospital; therapy of 
puerperal sepsis. B. Fantus and A. F. Lasu. J. Am. M. 
ASS., 1935, 105: 20. 

Post-partum polymicrobic septicemia with pulmonary 
abscess. A. LEMIERRE, A. LAPortTE, and P. FRUMUSAN. 
Bull. et mém. Soc. méd. d. hop. de Par., 1935, 51: 1019. 

Genitoperitoneal tuberculosis in the puerperium. 
BERNARDBEIG, GARIPUY, GUILHEM, and Grimoup. Bull. 
Soc. d’obst. et de gynéc. de Par., 1935, 24: 360. 

Alterations in the bactericidal power of the blood which 
occur during hemolytic streptococcal infections in the 
puerperium. R. Hare. J. Path. & Bacteriol., 1935» 41: 61. 

Puerperal streptococcal septicemia. H. F. S. Linpsay. 
Brit. M. J., 1935, 2: 6. 

Two interesting cases of puerperal gangrene. SALAMERO 
CASTILLON and Usua. Arch. de med., cirug. y especial., 
1935, 16: 271. 451 

Puerperal mastitis. K. HoLzaprev. Zentralbl. f. Gynaek. 
1935, P- 969. 


J. Czyzax. 


Newborn 


Epidemic pemphigus of the newly born. W. H. PooLe 
and C. H. Waittie. Lancet, 1935, 228: 1323. [451] 

A case of cutaneous gangrene in a newborn infant. G. 
Lévy. Bull. Soc. d’obst. et de gynéc. de Par., 1935, 24: 345 

Subcutaneous traumatic fat necrosis in the newborn. V 
— Rassegna internaz. di clin. e terap., 1935, 
16:5 

IN om of birth injury of the jaw. J. G. TurNER. Proc. 
Roy. Soc. Med., Lond., 1935, 28: 1296. 

Thymic death in infants. M. P. pe Petrnro. 
Ibera, 1935, 19: 947. 


Med. 





INTERNATIONAL ABSTRACT OF SURGERY 


Miscellaneous 


_ Biometrical index of femininity. Casu. Arch. di ostet. e 
ginec., 1935, 42: 335. 

The treatment of retroplacental hemorrhage with 
uterine apoplexy. V. CaTHALA. Bull. Soc. d’obst. et de 
gynéc. de Par., 1935, 24: 322. 

Prophylaxis in obstetrics. V. Hess. Wien. klin. 
Wchnschr., 1935, 1: 266 

Pseudogestation and sterility. J. Secuy and P. Ismpor. 
Gynécologie, 1935, 34: 281. 

A study of maternal deaths occurring in San Francisco 
hospitals. H. A. STEPHENSON, R. K. Sita, and F. Fouca. 
West. J. Surg., Obst. & Gynec., 1935, 43: 388. 

The diagnostic and prognostic value of the Aschheim- 
Zondek test in vesicular mole and chorionepithelioma. 
R. Korner. Zentralbl. f. Gynaek., 1935, p. 1049. 


A case of chorionepithelioma. HocHe and Boutme. 
Bull. Soc. d’obst., et de gynéc. de Par., 1935, 24: 408. 

The histogenesis of ectopic chorionepithelioma. H. 
Hamor. Ann. d’anat. path., 1935, 12: 493. 

Extragenital teratogenous chorionepithelioma and cho- 
rionepitheliomatous tumors. A. SyMEontpIs. Zentralbl. f. 
Path., 1935, 62: 177. 

Chorionepithelioma with a long latent period. D. 
FEINER. Am. J. Obst. & Gynec., 1935, 29: 840. [452] 

Chorionepithelioma. Should serum from the female in 
the puerperium and pregnancy be given a therapeutic 
trial? J. G. Dickson. U. S. Nav. M. Bull., 1935, 33: 


358. 

A follow-up survey of the cases of hydatidiform mole 
and chorionepithelioma treated at the London Hospital 
since 1912. A. Brews. Proc. Roy. Soc. Med., Lond., 1935, 
28: 1213. [452] 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 
The late effect of denervation of the adrenal gland on 


the secretion of epinephrin. J. A. Scrosso. Rev. Soc.. 


argent. de biol., 1935, 11: 130. [453] 

The syndrome of the suprarenal cortex. E. J. KEPLER 
and J. T. Prresttey. 59 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1935. 

Subtotal bilateral adrenalectomy for the relief of essen- 
tial hypertension. J. L. DeCourcy. J. Med., Cincinnati, 
1935, 16: 244. 

A case of myelolipoma (bone-marrow heterotopia) of 
the suprarenal gland. S. DE Navasquez. Guy’s Hosp. 
Rep., Lond., 1935, 85: 237. 

Cortical carcinoma of the suprarenal with Cushing’s 
basophile pituitary syndrome. D. C. Hare, J. M. Ross, 
and A. C. Crooxe. Lancet, 1935, 229: 118. 

Complications of adrenalectomy. A. ARKANNIKOVA. 
Nov. Khir. Arkh., 1935, 33: 112. 

The effect of glucose on the respiratory exchange in 
suprarenalectomized dogs. A. MORALES ELIZALDE. Rev. 
Soc. argent. de biol., 1935, 11: 125. 

The differential diagnosis of stones in the upper urinary 
tract. E. H. Fire. J. Oklahoma State M. Ass., 1935, 
28: 252. 

hommeent urolithiasis. Etiological factors and clinical 
management. L. D. Kryser. J. Am. M. Ass., 1935, 104: 
1299. [453] 

Intravenous pyelography with “sergosin.” A. P. Frum- 
KIN. Sovet. Khir., 1935, 2: 54. 

Renal and ureteral Pog P. P. Mayocx. Penn- 
sylvania M. J., 1935, 38: 7 

Renal ectopia. W. G. Al J. Urol., 1935, 33: 521. 

Clinical and diagnostic features of pelvic dystopia of 
the single kidney. M. “ Sprrt and Z. G. SPEKTOROVA. 
Sovet. Khir., 1935, 2: 13 

Four cases of bilateral’ eel dystopia. E. T. GIMPELSON 
and L. N. FatyaNova. Sovet. Khir., 1935, 2: 47. 

Horseshoe kidney and the ae, surgeon. R. L. WauGH. 
Northwest Med., 1935, 34: 25 

The sequele of blunt “a to the kidney. H. Dom- 
RICH. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

Operative indications in mobile kidney. E. Papin and 
B. Fey. Bull. et mém. Soc. nat. de chir., 1935, 61: 741. 

Operative indications in renal ptosis. G. WOLFROMM. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 699. 

Operative indications in renal ptosis. L. Micnon. Bull. 
et mém. Soc. nat. de chir., 1935, 61: 768. 


Operative indications in renal ptosis. C. LEpoUTRE. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 770. 

Operative indications in renal ptosis. R. GOUVERNEUR. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 849. 

Torsion of the kidney. G. TepiitzKy. Nov. Khir. 
Arkh., 1935, 33: 89. 

Discussion on the radiological diagnosis of renal lesions, 
pening of stone. Proc. Roy. Soc. Med., Lond., 1935, 
28: 119 

Small and large hydronephroses. Q. Viscuta. Rassegna 
internaz. di clin. e terap., 1935, 16: 578. 

Hydronephrosis; report of a case. E. S. MERRILL. New 
England J. Med., 1935, 213: 49. 

Hydronephrosis with hematuria. S. T. ZAKHARIAN. 
Sovet. Khir., 1935, 2: 38. 

Hydronephrosis; spontaneous rupture. R. P. Beatty. 
Pennsylvania M. J., 1935, 38: 806. 

The hydronephrotic bases of renal atrophy. J. JAKSy. 
Ztschr. f. urol. Chir., 1935, 40: 395. [453]} 

A case of resection of the lower pole of the kidney for 
hydronephrosis in a five-year-old child with congenital 
double kidney. D. A. VvEpENsKy. Sovet. Khir., 1935, 
2: 130. 

Hematonephrosis of traumatic origin with the syndrome 
of internal hemorrhage; emergency nephrectomy; recov- 
ery. R. Fayor. Bull. et mém. Soc. d. chiveniems de Par., 
1935, 27: 288. 

Pyelitis, its significance and treatment. 
Lancet, 1935, 229: 127. 

Remarks on pyelitis and its medical — A. R. 
SoutHwoop. Med. J. Australia, 1935, 2: 

The treatment of pyelonephritis with Be salts. R. 
CHRISTEN. Rev. mé éd. de la Suisse Rom., 1935, p. 467. 

Kidney oe age in children. L. T. Knesrn. Sovet 
Khir., 1935, 2: 

Contribution xg the study of enterorenal fistulas. Mas- 
sive tuberculosis of the kidney and the left renal space 
with the formation of a fistula into the colon and to the 
exterior. A. Romani. Arch. ital. di urol., 1935, 12: 583. 

54) 


A. ELLIs. 


The réle of trauma in the etiology of nephrolithiasis 
L. M. SHnaper. Sovet. Khir., 1935, 2: 29. 

The formation of renal calculi following transverse le- 
sions of the cord. F. P. Lasmarfas. Medicina, Madrid, 
1935, 6: 477. 

iffuse peritonitis due to perforation of a calculous 
pyonephrosis. R. CouveLatreE. Bull. et mém. Soc. nat 
de chir., 1935, 61: 760. 





Sig 
Bull. | 
Rac 
nosis ( 


. disease 


1935, 
Vesi 
1935, « 
The 
applicé 
& Gyr 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Polycystic kidney. 
1935) 41: 90. 

An echinococcus cyst of the kidney in a patient operated 
upon for pulmonary echinococcus. M. SORRENTINO. Ri- 
forma med., 1935, 51: 716. 

Dermoid cysts of the kidney. A. P. TurrKHIN. Sovet. 
Khir., 1935, 2: 136. 

Confusing clinical manifestations of malignant renal 
neoplasms. C. D. Creevy. Arch. Int. Med., 1935, 55: 895. 

Experiences with denervation of the kidney for malig- 
nant sclerosis. H. MELTZER. 59 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1935. 

A case of renal sarcoma in a six-month embryo. 
Svrrmpov. Sovet. Khir., 1935, 2: 1209. 

Plastic operations on the renal pelvis. H. BoEMINGHAUS. 
59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

Transpleural nephropexy. W. J. Moore. Surg., Gynec. 
& Obst., 1935, 61: 58. 

The treatment of the ureter remaining after nephrec- 
tomy. G. Marcuccr. Clin. chir., 1935, 11: 422. [454] 

Calculosis of the ureter. M. Francrni. Clin. chir., 1935, 
II: 434. 

The management of ureteral stone; operation versus 
expectancy and manipulation. F. E. B. Fotry. J. Am. 
M. Ass., 1935, 104: 1314. [455] 

Ureteral transplant. W. L. SHERMAN, C. J. Drvarpo, 
and J. M. Bowers. Am. J. Surg., 1935, 29: 54. 

Uretera] transplantation by the method of Mirotvortzev. 
S. SHtLovtzEv. Nov. Khir. Arkh., 1935, 33: 60. 

The value of the third method of Coffey for ureteral 
transplantation into the bowel. P. D. Ssotoworr. Ztschr. 
f. urol. Chir., 1935, 41: 70. 

Attempts to improve the postoperative results following 
transplantation of the ureter into the bowel. C. REIMERs. 
Ztschr. f. urol. Chir., 1935, 41: 6. 


O. Mater. Ztschr. f. urol. Chir., 


A. T. 


Bladder, Urethra, and Penis 


The simplification of cystoscopic technique. L. KREISEL- 
BuRD. Nov. Khir. Arkh., 1935, 33: 295. 

Bladder dysfunction in cases of brain tumor. A cysto- 
metric study. J. W. Warts and C. A. W. Unte. J. Urol., 
1935, 34: 10. [455] 

Vesical retention of reflex origin. CorBinEAv. J. d’urol. 
méd. et chir., 1935, 39: 442. 

Transurethral resection of the internal sphincter in a 
certain type of cord bladder. E. L. PEetrson, Jr. New 
England J. Med., 1935, 213: 50. 

Diverticulum of the urinary bladder in women. 
KuTZMANN. Am. J. Surg., 1935, 29: 102. 

Complications of _— diverticulum. Punt. Zentralbl. 
f. Chir., 1935, p. 112 

Surgery of Beds of the bladder. G. Nora. Bull. 
et mém. Soc. d. chirurgiens de Par., 1935, 27: 291. 

Sphincter sclerosis in the female. H. FrrEpRIcH. 59 Tag. 
d. deutsch. Ges f. Chir., Berlin, 1935. 

Slight exstrophy of the bladder in women. J. GAuTIER. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 708. 

Radiographic evidence, an indispensable aid in the diag- 
nosis of intraperitoneal rupture of the bladder. E. BUTLER, 
J. R. SuLttvan, and W. D. BrrnBaum. West. J. Surg., 
Obst. & Gynec., 1935, 43: 410. 

Instillation of desitin in the treatment of inflammatory 
. diseases of the urinary bladder. H. VreTHeN. Chirurg, 
1935, 7: 263. 

Vesical ~ in women. A. Scumipt. Magy. Négyégy., 
1935, 4: 69. 

The treatment of elusive ulcer of the bladder by the 
application of pure phenol. N. P. Sears. Am. J. Obst. 
& Gynec., 1935, 30: 85. 


A. A. 


495 


False tumors of the urinary bladder of tuberculous 
origin. A. LAVENANT. Bull. et mém. Soc. d. chirurgiens 
de Par., 1935, 27: 278. 

The treatment of bladder tumors with the McCarthy 
resectoscope. T. E. Grsson. J. Urol., 1935, 34: 8. 

Diathermy for carcinoma of the bladder. V. S. Coun- 
SELLER and W. F. Braascn. Ann. Surg., 1935, 101: dai 

456 

Papillary carcinoma confined to a diverticulum of the 
bladder; its removal and final report. O. OwreE. J.-Lancet, 
1935, 55: 469. i ; 

Economic cystostomy with or without filling of the blad- 
der. R. BoNNEAU. Bull. et mém. Soc. d. chirurgiens de 
Par., 1935, 27: 276. 

Plastic formation of the urinary bladder with the cecum 
and of the urethra with the appendix. D. Goroprnsky. 
Nov. Khir. Arkh., 1935, 33: 290. 

A shock-proof fulgurating urethroscope. S. F. WILHELM. 
Am. J. Surg., 1935, 29: 152. 

Urethral injuries following fracture of the pelvis in 
miners and workers in metallurgy. T. RaBrnovitcu. Nov. 
Khir. Arkh., 1935, 33: 266. 

Severe hemorrhage following dilatation of the urethra. 
G. Nora. Bull. et mém. Soc. d. chirurgiens de Par., 1935, 
27: 283. 

Stricture of the external urinary meatus. A. R. THomp- 
son. Lancet, 1935, 228: 1373. 

Ruptured pyo-urachus complicated by urethral stricture. 
J. A. Lazarus and A. A. ROSENTHAL. Ann. Surg., 1935, 
102: 49. 

Some observations on urethritis. L. W. Hutt. J. Michi- 
gan State M. Soc., 1935, 34: 432. 

Acute exacerbation of latent gonorrheal urethritis after 
fifty years following prostatectomy. C. K. FRASER and 
W. J. P. Dye. J. Am. M. Ass., 1935, 105: 269. 

Traumatic complications of a urethral polyp. H. BLANc. 
J. d’urol. méd. et chir., 1935, 39: 440. 

Melanoma of the urethra. A. H. ROSENTHAL. 
Obst. & Gynec., 1935, 30: 115. 

Replacement of an absent urethra in a case of scrotal 
hypospadias with pedicled flap from the wall of the blad- 
der. O. ZELLER. Med. Welt, 1935, p. 565. 

Circumcision in children. T. A. Warp. Practitioner 
1935, 135: 88. 

Bloodless circumcision of the newborn. H. S. YELLEN. 
Am. J. Obst. & Gynec., 1935, 30: 146. 

A new operation for epispadias. G. BRANDT. 59 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1935. 

A case of reformation of the urethra in a case of hypo- 
spadias by temporary implantation of the penis in the 
scrotum. J. Leveur. Bull. et mém. Soc. nat. de chir., 
1935, 61: 861. 

Urethral obstructions in children. W. W.S. BuTLER, JR. 
Virginia M. Month., 1935, 62: 188. 

“he calculus, a — rarity; report of a case. 

. R. INGRAHAM, jr. J. Am. M. Ass., 1935, 105: 106. 


Genital Organs 


New orientations in the treatment of hypertrophy of the 
prostate. F. Putzu. Rassegna internaz. di clin. e tera 
1935, 16: 560. (436) 

Discussion of the pathogenesis and treatment a 


static — R. M. FRonsTetn. Sovet. K “g 
1935, 2: 
The hols results of angen a in prostatic hyper- 
trophy. N. S. Hatperin and E. D. Dusovy. Sovet. 
Khir., 1935, 2: 20. 

The surgical treatment of prostatic hypertrophy. G. T 
ALaptIn. Sovet. Khir., 1935, 2: 10. 





496 INTERNATIONAL ABSTRACT OF SURGERY 


Preliminary shrinkage of the prostate in transurethral 
resection, together with a histological study of the action 
of the coagulating and cutting currents. C. K. SmitH and 
A. L. STocKWELL. J. Urol., 1935, 34: 31. 

Transurethral treatment of prostatic hypertrophy. H. 
Hoess. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

[457] 

The transurethral treatment of prostatic hypertrophy. 
L. T. Dunajyevsky. Sovet. Khir., 1935, 2: 13. 

The recurrence of benign obstructing prostates years 
after prostatectomy. R. CHutTE. New England J. Med., 
1935, 213: 55- ; a ae 

The treatment of chronic prostatitis by injection. O. 
Grant. J. Urol., 1935, 33: 631. 

Hemorrhagic cystitis and tuberculosis of the prostate. 
O. D. PHEetps. New England J. Med., 1935, 213: 43. 

True prostatic calculi. H. W. McKay and G. A. Hawes. 
South. M. J., 1935, 28: 588. 

Prostatic calculi; a case report. R. BELL. J. Med. Ass. 
Georgia, 1935, 24: 245. 

Urethrography in adenoma of the prostate. U. ISNARDI. 
Semana méd., 1935, 42: 1661. 

The postoperative period after prostatectomy. N. T. 
GELFER. Sovet. Khir., 1935, 2: 24. 

Physiological responses of transplanted prostatic tissue 
in the anterior chamber of the eyes of rabbits. N. J. 
HeEcKEL and H. L. Kretscumer. Surg., Gynec. & Obst., 
1935, 61: I. 

Torsion of the spermatic cord in infancy. G. F. LANc- 
LEY. Lancet, 1935, 229: 181. 

Vaso-orchidostomy with interposed spermatocele; a pro- 
cedure for the treatment of sterility. S. F. WILHELM. 
Arch. Surg., 1935, 30: 967. 

Myxosarcoma of the spermatic cord. A. N. CoLtiins 
and G. L. Berpez. J. Urol., 1935, 34: 85. 

Spontaneous rupture of epididymitis and two unusual 
accidents of the testicle; report of cases. E. S. Pomeroy. 
J. Urol., 1935, 34: 43- 

Torsion of an intra-abdominal testicle. 
Ann. Surg., 1935, 102: 41. 

The effect of anterior pituitary-like principle from the 
urine of pregnancy on undescended testes in man. B. 
WessTER. J. Am. M. Ass., 1935, 104: 2157. 

Hydrocele; its treatment by the injection method. G. H 
EwELL, J. C. 7 gg and C. R. MARQUARDT. Wisconsin 
M. J., 1935, 34: 4 

Abscess of the testicle. W. RosENBERG. J. Urol. 


A. J. BELLER. 


» 1935, 
[457] 
R. H. Jenkuns and C. L. DEMING. 


34: 44. ; 
Cysts of the testicle. 
New England J. Med., 1935, 213: 57. 


SURGERY OF THE BONES, 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Some bone and joint conditions in children. M. WHITE. 
Glasgow M. J., 1935, 124: 1. 

Congenital fragilitas osseum of dysplasic periosteal type 
or osteogenesis imperfecta. R. CLEMENT, M. BARNAUD, 
and S. Lyon. Bull. et mém. Soc. méd. d. hop. de Par., 
1935, 51: 1104. 

Congenital fragilitas osseum of the Lobstein type, or 
osteopsathyrosis. R. CLrfmENnT. Bull. et mém. Soc. méd. 
d. hop. de Par., 1935, 51: 1111. 

A contribution on cleidocranial dysostosis. 
ELpRIDGE, A. Simon, and R. Ramos. 
1935, 34: 41. 


W. W. 
Am. J. Roentgenol., 


The clinical value of Prolan-A determinations in tera- 
toma testis. M. CuTLer and S. E. Owen. Am. J. Cancer, 
1935, 24: 318. [458] 

The gonadotropic hormone in the urine of men with 
tumor of the testis. F. Hiyman and T. O. Powe Lt. 
J. Urol., 1935, 34: 55. [458] 

The prognosis and treatment of tumors of the testis. 
F. Hinman. J. Urol., 1935, 34: 72. [458] 

Androgynoid pseudohermaphrodism. J. F. Tourret.- 
Les, E. A. GALLIMBERTI, and R. R. REPETTO. Rev: méd.- 
quirarg. de patol. femenina, 1935, 3: 500. 

Hermaphroditismus tubularis bilateralis masculinus. Gs 
FRANKE. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

The biological activity of derivatives of the male hor- 
mone “androsterone.” R. K. Cattow, D. P. DEANEsLYy, 
and R. DEANESLY. Lancet, 1935, 229: 77. 


Miscellaneous 


The use of aortography as a method of differential diag- 
nosis in urology. M. Brisespots. Bull. de l’Ass. Med. 
Langue Frang. de l’Amérique du Nord, 1935, 1: 358. 

Congenital anomalies of the urinary tract. W. F. Gen- 
MILL. Am. J. Surg., 1935, 29: 58. 

Trauma of the urinary tract. H. McC. Younc. J. 
Missouri State M. Ass., 1935, 32: 270. 

Poradenolymphitis. L. A. GIrrin. 
Med., 1935, 212: 1209. 

Tuberculous bacilli in the urine. G. 
Sovet. Khir., 1935, 2: 59. 

Retrovesical hydatid cyst in a man. 
Semana méd., 1935, 42: 1720. 

Gonorrhea in the male; its etiology and diagnosis in 
acute and chronic stages. J. M. Mopak. Calcutta M. J., 
1935, 30: 16. 

Bacteriophage in the treatment of urinary infections. 
H. L. WenrRBEIN and L. Ners. Am. J. Surg., 1935, 29: 48. 

The etiology of urinary calculus. H. P. WinsBury- 
Waite. Brit. J. Urol., 1935, 7: 103. 

Ocular signs of venereal lymphogranulomatosis. C. 
Espitpora and W. E. Coutts. Rev. méd. de Chile, 1934, 
62: 633. 

Degeneration of the tonsils in lymphogranulomatosis. 
C. B. Upaonpo and G. SecurA. Rev. Asoc. med. argent., 
1935, 49: 295. 

Dysontogenetic and mixed tumors of the urogenital re- 
gion; with a report of a new case of sarcoma botryoides 
vaginz in a child, and comments upon the probable nature 
of sarcoma. J. McFARLAND. Surg., Gynec. & Obst., 1935, 
61: 42. 


New England J. 
E. SHNIVELMAN. 


G. IACAPRARO. 


JOINTS, MUSCLES, TENDONS 


Osteomyelitis in “eng R. B. 
Gynec. & Obst., 1935, 61: 

Osteochondritides. H. iy = ART. West Virginia M. J., 
1935, 31: 304 

Epiphyseal pseudotuberculosis—osteochondritis j juvena- 
lis. R. HorrMann. Rev. méd. de la Suisse Rom., 1935, 
Pp. 321. 

Bone changes simulating tuberculosis or tumor. J. F. 
BRAILSFORD. Lancet, 1935, 228: 1487. 

The association of intrathoracic lesions with bone and 
joint tuberculosis. A study of 100 cases. C. M. MENG and 
H. I. CHen. J. Bone & Joint Surg., 1935, 17: 552. 1459] 

The occurrence of actinomycosis of bone nine years fol- 
lowing injury to the soft parts. R. ANDREESEN. Zentralbl. 
f. Chir., 1935, p. 1011. 


DILLEHUNT. Surg, 


Barcel 
The 
and D. 
Inju 
and R. 
The 
RIJEVI! 


cranial 
1935, ; 
A ce 
contra 
Medici 
Ischi 
Morrt 
1935, | 
Infla 
Mosko 
Injui 


* Arkh., 


Zentral 





BIBLIOGRAPHY OF CURRENT LITERATURE 


How soon after the first injection of parathormone, 
glucose, or lead salts do the first signs of osteitis fibrosa 
appear? E. RutisHAUSER, R. Broccarp, and M. BIANCHI. 
Presse méd., Par., 1935, 43: 780. [459] 

Osteitis fibrosa generalisata. A. ByuRE. Schwed. Ver- 
einig. f. inn. Med., 1933, p. 208. 

The magnesium content of the blood in von Reckling- 
hausen’s disease of the bone. J. Marx. Orvosi hetil., 
1935» P- 351; 

Parathyroidectomy and Recklinghausen’s disease. C. 
BERNABEO. Clin. chir., 1935, 11: 309. 
Bone tumors. C. F. GESCHICKTER. 

1935, 34: I. 

Primary tumors of bones. W. P. Sicuts. 
J., 1935» 33: 304. ; : ‘ 

Concurrent osteogenic sarcoma in brother and sisters. 
C. W. Roserts and C. P. Roperts. J. Am. M. Ass., 1935, 
105: 181. 

Chondro-osteodystrophy. F. C. 
Radiol., 1935, 8: 457. 

Post-typhoid chondritis with abscess formation. R. C. 
Brock. Brit. J. Surg., 1935, 23: 231. 

Transformation of an osteogenic condition into a 
chondrosarcoma. R. Dipier. Presse méd., Par., 1935, 
43: O15. 

Chondrosarcoma. The relation of structure and location 
to the clinical course. O. T. RoBerc, Jr. Surg., Gynec. 
& Obst., 1935, 61: 68. 

Articular changes in hemophilia. C. E. P. Buus. 
radiol., 1935, 16: 503. 

Hemarthrosis in blood dyscrasias. P. PURRIEL and S 
MARIZCURRENA. Arch. uruguayos de med., cirug. y es- 
pecial., 1935, 6: 582. 

The Schilling count in fifty-nine cases of chronic arthritis 
with a correlated sedimentation rate in thirty cases. C. 
LER. STEINBERG. Am. J. M. Sc., 1935, 190: 98. 

A histological and biochemical study of chronic deform- 
ing arthritis in children. A. CrETIN. J. de méd. de Bor- 
deaux, 1935, 112: 398. 

The treatment of deforming arthritis with acetylcholine. 
J. M. Munoz Arpat and P. Prutacus. Rev. méd. de 
Barcelona, 1935, 12: 388. 

The management of atrophic arthritis. W. P. HoLBrook 
and D. F. Hitz. South. M. J., 1935, 28: 625. 

Injuries to muscles and tendons. K. O. HALDEMANN 
and R. Soto-Hatt. J. Am. M. Ass., 1935, 104: 2319. 

The treatment of new and old contractures. N. SHMA- 
riyevitcH. Nov. Khir. Arkh., 1935, 33: 242. 

Benign angiomatous tumor of the skeletal muscles. G. 
ZAPPALA. Policlin., Rome, 1935, 42: sez. chir. 367. 

Calcification in the supraspinatus tendon. E. N. WARDLE. 
J. Bone & Joint Surg., 1935, 17: 789. 

A case of tuberculosis of the humeral diaphysis and the 
cranial vault. L. D. van ANtwerp. Am. J. Roentgenol., 
1935, 34: 50. 

_ A contribution to the study of Volkmann’s ischemic 
contracture. J. D’Harcourt and M. D’Harcourt. 
Medicina, Madrid, 1935, 6: 237. [459] 

Ischemic paralysis from pressure of hematoma. G. M. 
Morrison and H. E. KenNaArRD. J. Bone & Joint Surg., 
1935, 17: 656. 

Inflammation of the styloid process of the ulna. G. 
Moskorr. Ber. bulg. chir. Ges., 1934, 1: 16. 
Injuries of the carpal bones. A. GOLONDz. 

Arkh., 1935, 332.345 

Tuberculous phalanges in elderly patients. 
strom. Acta radiol., 1935, 16: 471. 

\ bandage for the treatment of rupture of the extensor 
tendon at the base of the distal phalanx. FE. Orsacn. 
Zentralbl. f. Chir., 1935, p. 874. 


Am. J. Roentgenol., 


Kentucky M. 


GOLDING. Brit. J. 


Acta 


Nov. Khir. 
B. STEN- 


407 


A case of congenital absence of the pectoralis major 
muscle. P. P. KonDRAT’EV. Sovet. Khir., 1935, 2: 127. 

A radiological study of the development of the spine and 
pathological changes of the intervertebral disk. P. H 
MALCOLMSON. Radiology, 1935, 25: 98. 

Problems in the pathology of the vertebre. H. F. 
Harsitz. Norsk Mag. f. Legevidensk., 1935, 96: 282. 

Congenital vertebral synostosis. R. ARGUELLES. Rev. 
de cirug. de Barcelona, 1935, 5: 465. 

Scoliotic paraplegia; a case with autopsy report. J. C. 
Montanaro and T. GonzALez. Semana méd., 1935, 42: 
1613. 

A statistical study of our material on tuberculous spon- 
dylitis. STALMANN. Ztschr. f. orthop. Chir., 1935, 62: 288. 

The late results of surgical and conservative treatment 
of tuberculous spondylitis in chi'dren. L. P. MAR’JANCHIK. 
Sovet. Khir., 1935, 2: 79. 

Destructive spine lesions; diagnosis by needle biopsy. 
R. C. RoBertson and R. P. Batt. J. Bone & Joint Surg., 
935, 17: 749. 

Changes in the intervertebral disks in spondylolisthesis. 
H. MeEyer-Burcporrr. Ztschr. f. orthop. Chir., 1935, 
62: 120. 

Spondylolisthesis without separate neural arch (pseudo- 
spondylolisthesis of Junghanns). T. D. Stewart. J. Bone 
& Joint Surg., 1935, 17: 640. 

The present status of the problem of spondylolisthesis. 
F. P. DuENo. Arch. de med., cirug. y especial., 1935, 
10: 337. 

Microscopic studies on progressive muscle atrophies, 
with special regard to the findings in the spinal cord and 
muscles. S. WOHLFAHRT and G. WoHLFAHRT. Acta med. 
Scand., 1935, Supp. 63. 

Rheumatic diseases of the vertebra. GROSSEKETTLER. 
Vertrauensarzt. u. Krk.-kasse, 1935, 3: 73. 

The adolescent sacro-iliac joint syndrome. M. H. 
RocErs and E. N. Cueaves. J. Bone & Joint Surg., 1935, 
17: 759. 

Intrapelvic protrusion of the acetabulum (Otto pelvis). 
W. N. Levin. J. Am. M. Ass., 1935, 105: 112. 

Adolescent coxa vara and internal secretions. 
MIN. Ztschr. f. orthop. Chir., 1935, 62: 114. 

Osteo-arthritis of the hip joint. T. P. 
Brit. J. Surg., 1935, 22: 716. 

A chair for bilateral aida of the hip joint. 
Kuuns. J. Bone & Joint Surg., 1935, 17: 796. 

Functional roentgenography of the lower extremity 
stump in the prosthese. K. T. BARYSHNIKOV and G. B 
Fomin. Sovet. Khir., 1935, 3: 123. 

An apparatus for the treatment of genu recurvatum. 
WILHELM. Ztschr. f. orthop. Chir., 1935, 62: 389. 

A new sign of knee-joint injury. Dirrricn. Ztschr. f. 
orthop. Chir., 1935, 62: 144. 

The traumatic knee. H. 
1935, 102: I15. 

Internal derangements of the knee. W. DARRACH. Ann. 
Surg., 1935, 102: 129. [461] 

Traumatic chondromalacia of the patella; a report of 
two cases. F. A. SLtowick. New England J. Med., 1935, 
213: 160. 

Cysts of the fibrocartilages of the knee joint. H. TayLor. 
J. Bone & Joint Surg., 1935, 17: 588. 

Polyarticular chondromatosis of the knee. G. HABERLER. 
Ztschr. f. orthop. Chir., 1935, 63: 22. 

A case of primary echinococcus infestation of the ad- 
ductor muscles of the leg. G. MANDILLON and A. Gov- 
MAIN. Bordeaux chir., 1935, p. 225. 

Ischemic paralysis of the leg simulating Volkmann’s 
contracture. G. Jones and F. J. Cotron. J. Bone & 
Joint Surg., 1935, 17: 659. 


GARDE- 
McMurray. 


[460] 
3. G. 


V. SPAULDING. 


Ann. Surg., 
[ 461) 





495 


A ag Ogee splint for the leg. LorrrLer. Ztschr. f. 
orthop. Chir., 1935, 62: 394. 

Report of a case of partial congenital absence of the 
fibula. R. Dreutaré and M. Canuzac. Bordeaux chir., 
1935,P-196. ; 

Bandage for fixation of dislocated peroneal tendon. 
BraGArD. Ztschr. f. orthop. Chir., 1935, 62: 388. 

Malpighian epithelioma on an old osteomyelitic focus 
of the tibia—so-called adamantinoma of Fischer? A. 
Casini. Policlin., Rome, 1935, 42: sez. chir., 338. [462] 

Congenital flat-foot. H. KRUKENBERG. Ztschr. f. orthop. 
Chir., 1935, 62: 385. 

Congenital pes ee 
ortop. y traumatol., 1935, 3: 3 

A splint for club-foot. Was LM. 
Chir., 1935, 62: 256. 

A splint for the treatment and after-care of club-foot. 
FaBER. Ztschr. f. orthop. Chir., 1935, 62: 258. 

A bandage for the treatment of flaccid paralysis of the 
foot. BracarpD. Ztschr. f. orthop. Chir., 1935, 62: 387. 


J. P. Lorré. Cirug. 


Ztschr. f. orthop. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The correction of rachitic deformities by preliminary 
decalcification. H. FINKELSTEIN. J. Bone & Joint Surg., 
1935, 17: 780. 

The treatment of two complications of acute osteomye- 
litis. Glasgow M. J., 1935, 124: 73. 


The radical operative treatment of bone and joint tu- 
1935, 
[462] 


berculosis. 
17: 530. 

Treatment of giant-cell tumors of the long bones. A. 
by surgery; B. by irradiation. C. F. GrescHIcKTER. J. 
Bone & Joint Surg., 1935, 17: 550. 

Boring of the epiphysis and intra-osseous endoscopy. 
R. Massart. Bull. et mém. Soc. d. chirurgiens de Par., 
1935, 27: 264. 

Bone suture with pin and wire. O. WENZL. 509 Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1935. 

The treatment of acute purulent arthritis by joint wash- 
ing and closure. H. T. Jones. J. Bone & Joint Surg., 1935, 
17: 559- 

The use of “ex ony iy in the treatment of arthritis. 
T. WHEELDON. J. Bone & Joint Surg., 1935, 17: 693. 

Gold treatment of rheumatoid arthritis. S. J. HARTFALL 
and H. G. Gartanp. Lancet, 1935, 229: 8. 

The treatment of chronic rheumatic polyarthritis and 
spondylarthritis by parathyroidectomy. B. ScHKUROV. 
J. Bone & Joint Surg., 1935, 17: 571. 

Axillary approach to the shoulder joint. A. LAEWEN. 
59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

One-stage resection of the clavicle by high posterior 
thoracectomy. FIOLLE, CARCASSONNE, FIGARELLA, and 
Lena. Bull. et mém. Soc. nat. de chir., 1935, 61: 825. 

One-stage resection of the clavicle by high posterior 
thoracotomy. G. LaRDENNOIS, A. Maurer, and P. D. 
Foyer. Bull. et mém. Soc. nat. de chir., 1935, 61: 869. 

Tendon transplantation in the upper extremities in 
poliomyelitis. F. R. Oper. Cirug. ortop. y traumatol., 
1935, 3: 7- 

A simple operative method for the correction of habitual 
dislocation of the humerus. M. SHaprro. Nov. Khir. 
Arkh., 1935, 33: 237. 

Dupuytren’s disease. 
1935, 54: 351. 

Supernumerary carpal bone. N. G. W. Davinson. Brit. 
J. Surg., 1935, 23: 237. 

Surgery of the wrist joint. 
1035, Pp. 809 


P. J. ErtacHer. J. Bone & Joint Surg., 


A. Béyout. Rev. de chir., Par., 


Macnus. Zentralbl. f. Chir., 


INTERNATIONAL ABSTRACT OF 


SURGERY 


The treatment of infection of the joints of the fingers 
C. S. Becnts. Bol. Soc. de cirug. de Rosario, 1935, 2: 

The treatment of congenital scoliosis due to a hemi 
vertebra. L. Mayer. J. Bone & Joint Surg., 1935, 17 
671. 

‘eaeheer of poliomyelitis in the epidemic of 1932 
J. Gossettn. Bull. de l’Ass. Med. Langue Frang. de 
V’Amérique du Nord, 1935, 1: 283. 

The correction of hip-flexion deformity in anterior 
poliomyelitis; a result study. G. pEN. Houcu, Jr. Surg, 
Gynec. & Obst., 1935, 61: go. 

Two cases of extra-articular sacro-iliac arthrodesis. R 
Coe. Bull. et mém. Soc. d. chirurgiens de Par., 1935, 
27 

pe of the hip and the preservation of its sta- 
bility. F. H. AtBee. Ann. Surg., 1935, 102: 108. 

Curved osteotomy of the innominate bone as treatment 
for ankylosis of the hip in poor position. A. D. RADULEsCco. 
Presse méd., Par., 1935, 43: 822. [462] 

A particular indication for the osteoplastic shelf opera- 
tion on the hip. J. M. ViLarDELL. Rev. de cirug. de Bar- 
celona, 1935, 5: 477- 

The treatment of congenital and acquired malformations 
of the lower extremities and the relationship of flat-foot to 
sacro-iliac and lumbar pain. R. DERome. Bull. de I’Ass. 
Med. Langue Franc. de l’Amérique du Nord, 1935, 1: 333. 

The treatment of inequality of length of the lower ex- 
tremities. U. Camera. Bull. de l’Ass. Med. Langue 
Frang. de l’Amérique du Nord, 1935, 1: 328. 

An operative technique for shortening the lower ex 
tremity. E. Papin. Bordeaux chir., 1935, p. 176. 

Metaplasia of the femur; operation by the method of 
Vreden and its results. M. Kaurcin. Nov. Khir. Arkh., 
1935, 33: 232. 

Femoral shortening for equalization of leg length. J. W. 
Ware. J. Bone & Joint Surg., 1935, 17: 597. 

The treatment of sprains of the knee. K. KRoeMER 
Zentralbl. f. Chir., 1935, p. 793. 

Operative ventilation in tuberculosis of the knee. J. 
SCHLAAFF. 59 Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

Knee-flexion deformity following poliomyelitis; its cor 
rection by operative procedures. R. E. Hucues. J. Bone 
& Joint Surg., 1935, 17: 627. 

Local anesthesia in knee arthrotomies. 
J. Bone & Joint Surg., 1935, 17: 794. 

Ankle-joint stabilization with _ P. M. Grrarp. 
J. Bone & Joint Surg., 1935, 17: 

The correction of club-foot. ik Ztschr. f. orthop. 
Chir., 1935, 62: 261. 

The treatment of congenital equinovarus (club-foot). 
M. ForresTER-Brown. J. Bone & Joint Surg., 1935, 17: 
661. 

The treatment of congenital club-foot. P. Det Torro. 
Ann. ital. di chir., 1935, 14: 113. [463] 

Open treatment of club-foot. Ztschr. f. 
orthop. Chir., 1935, 62: 222. 

A technical contribution on the treatment of club-foot. 
RaBL. Ztschr. f. orthop. Chir., 1935, 62: 256. 

The biological problem of the treatment of club-foot. 
Kreuz. Ztschr. f. orthop. Chir., 1935, 62: 207. 

Radical operation for hallux valgus. I. Bucyt. 
1935, 7: 137. 


C. ROMBOLD. 


M. LANGE. 


Chirurg, 
[463] 


Fractures and Dislocations 
W. E. Gattre. New England J. Med., 
1935, 213: QI. : Q 
Fractures due to gunshot wounds. F. G. Diaz, 


Bianco, and D. Cuesta. Rev. de cirug. de Barcelona 
1935, 5: 349- 


Dislocations. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Compound fracture complicated by prolonged strepto- 
coccus and staphylococcus septicemia. D. C. Moore, 
A. B. Birnn, and W. J. MacNEat. Am. J. Surg., 1935, 


29: 143. 

The effect of fractures on the blood sugar. R. V. Fun- 
sTEN. J. Bone & Joint Surg., 1935, 17: 760. 

The use of intramedullary bone grafts in the treatment 
of diaphyseal fractures. Larritre. Bull. de l’Ass. Med. 
Langue Frang. de l’Amérique du Nord, 1935, 1: 338. 

My method of osteosynthesis. Brau-Tapre. Bordeaux 
chir., 1935, p. 211. 

Our apparatus for placing the Smith-Petersen nail; 
results of its application. * Deti’Oro. Bol. Soc. de 
cirug. de Rosario, 1935, 2: 

Operative prensa >t om of total dislocation of 
the acromioclavicular joint. FELSENREICH. Zentralbl. i. 
Chir., 1935, p. 766. 

Extra-articular fixation in the treatment of total acro- 
mioclavicular dislocation. F. FELSENREICH. Zentralbl. f. 
Chir., 1935, p. 871. 

The treatment of fractures of the clavicle. 
cHIN. Nov. Khir. Arkh., 1935, 33: 559. 

A new series of cases illustrating open reduction of fresh 
fractures of the clavicle. S. MTVARELIAZE. Nov. Khir. 
Arkh., 1935, 33: 562. 

A plaster apparatus for fracture of the clavicle. BEr- 
TRAND og een Bull. et mém. Soc. nat. de chir., 
1935, 61: 

Gectan _ the body of the scapula. 
A. SERRA. Semana méd., 1935, 42: 


M. ZAMOSH- 


V. LaveNtA and 
1530. 


An apparatus for treating fractures bes the arm. E. 

ZAHUMENSZKY: Orvosi hetil., 1935, p. 3 
Traumatic separation of the medial epicondyle of the 
Bone & Joint 
3 


humerus in adolescence. J. DuNntop. J. 

Surg., 1935, 17: 577. ; 
Fractures due to hyperextension of the lower end of the 

humerus. J. FarILt. Cirug. ortop. y traumatol., 1935, 


3: 27. 

Supracondylar fractures of the humerus. V. A. RuTH. 
J. Iowa State M. Soc., 1935, 25: 337. 

A case of atypical fracture of the condyles of the hu- 
merus. H. L. RocHer and C. RocHer. J. de méd. de 
Bordeaux, 1935, 112: 397. 

Fracture of the epitrochlea with interarticular displace- 
ment of the fragment. H. L. RocHer and L. Pouyanne. 
Bordeaux chir., 1935, p. 167. 

Fracture of the epitrochlea with articular interposition 
of the fragment; open reduction. A. L. Garcfa. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1935, 19: 277. 

Fracture of the epitrochlea with intra-articular displace- 
ment of the fragment; open reduction. VALts. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1935, 19: 299. 

Recurrent dislocation of the elbow; operation; recovery. 
E. SorreEv. Bull. et mém. Soc. nat. de chir., 1935, 61: 
790. 
Fractures and dislocations in the region of the elbow. 
V. Mooney. Pennsylvania M. J., 1935, 38: 778. 

The apes and treatment of typical fractures of 
the radius. P. P. Konprar’yev. Sovet. Khir., 1935, 3: 
103 

Feicten of the neck of the radius; open reduction; late 
results. H. * = and L. PovyaNNe. Bordeaux 
chir., 1935, p. 

The results yp different types of treatment of typical 
fractures of the radius. N. T. BayKov. Sovet. Khir., 
1935, 3: 115 

Late oie of carpal injuries. 
Chir., 1935, p. 1131. 

Fracture of the sternum. J. B. HArtzELt. Ann. Surg., 
1935, 102: 158. 


BrueEtt. Zentralbl. f. 


499 


Fracture of the cervical spine from the standpoint of 
ner ig nony oa a G. Lupaccrotu. Radiol. 
med., 1935, 22: 

Fractures of the — of the vertebre. K. SpeEp. Ann. 
Surg., 1935, 102: 102. 

A case of compression fracture of the vertebra. F. 
ARRIOLA. Medicina, Madrid, 1935, 6:'493. 

The treatment of fractures of the vertebrae. S. LINDVALL. 
Svenska Likartidningen, 1935, p. 641. 

A contribution on traumatic rupture of the symphysis 
in children. N. Kakuscuxtn. Arch. f. orthop. Chir., 1935, 
35: 185. 

Fracture of the anterior inferior spine of the ilium. J. R. 
GALLAGHER. Ann. Surg., 1935, 102: 86. 

The association of deforming osteochondritis with con- 
genital dislocation of the hip. O. R. Marorrtorr. Rev. 
méd. d. Rosario, 1935, 25: 391. 

Twenty-five years’ experience in the treatment of con- 
genital dislocation of the hip. Frutezats. Bordeaux 
chir., 1935, p. 221. 

Formation of the head of the femur and acetabulum in 
the closed reduction of congenital dislocation of the hip. 
FABER. Ztschr. f. orthop. Chir., 1935, 62: 127. 

The treatment of recent fractures of the hip. A. Cov- 
TURIER. Bull. de l’Ass. Med. Langue Frang. de l’Amérique 
du Nord, 1935, 1: 341. 

The treatment of recent fractures of the neck of the 
femur. M. Boppr. Presse méd., Par., 1935, 43: 1061. 

Intracapsular fracture of the neck of the femur; its 
primary operative treatment. S. BUNNELL. California & 
West. Med., 1935, 43: 27. 

Treatment of the fractured neck of the femur by axial 
fixation with steel wires. D. R. TELson and N. S. Ran- 
soHOFF. J. Bone & Joint Surg., 1935, 17: 727. 

Extra-articular osteosynthesis for medial fracture of the 
neck of the femur. F. FELSENREICH. Zentralbl. f. Chir., 
1935, P- 746. 

Subcutaneous spike fixation of fresh fractures of the 
neck of the penger F. J. GAENSLEN. J. Bone & Joint 
Surg., 1935, 17: 

Spontaneous shelf formation in ununited fracture of the 
neck of the femur. S. SEtic. J. Bone & Joint Surg., 1935, 
17: 792 

A’ modification of Whitman’s ey for fracture of 
the neck of the femur. G. P. Mitts. J. Bone & Joint 
Surg., 1935, 17: 679. 464 

A report on the application of the Smith-Petersen nail 
in fresh fractures of the femoral neck by adaption of a 
simplified technique. W. B. Carrety. South. M. J., 
1935, 28: 583. 

Fractures of the shaft of the femur. 
Pennsylvania M. J., 1935, 38: 799. 

A case of pertrochanteric fracture of the femur, with 
marked displacement associated with traumatic disloca- 
tion of the hip. J. Pater. Bull. et mém. Soc. nat. de 
chir., 1935, 61: 841. 

A synergical splint with traction for femoral fractures. 
A. HERNANDEZ-Ros y Coporniv. J. Bone & Joint Surg., 
1935, 17: 682. 

A director for the insertion of the Smith-Petersen nail 
in collum femoris fractures. E. I. Luoyp. Lancet, 1935, 
229: 120. 

The development of the head of the femur following 
reduction with extension. vAN ScHRIcK. Ztschr. f. orthop. 
Chir., 1935, 62: 309. 

Distant osteoarthropathies in fractures of the leg. E. 
Naz. Rev. méd. de la Suisse Rom., 1935, p. 510. 

Walking iron and rubber sponge heel in non-padded 
plaster dressings of the lower extremities. A. M. Recur- 
MAN and H. Susin. Am. J. Surg., 1935, 29: 140. 


S. P. MENGEL. 





500 INTERNATIONAL 

Slipping patella or recurrent dislocation of the patella. 
F. R. OBer. J. Bone & Joint Surg., 1935, 17: 774. 

Early protected weight-bearing in the treatment of 
fractures of the foot, ankle, andleg. F. B. Gurp. Canadian 
M. Ass. J., 1935, 33: 41. 

Avulsion of the posterior tuberosity of the os calcis due 
to pull of the tendon of Achilles. E. FErmaup. Rev. méd. 
de la Suisse Rom., 1935, p. 470. 

A new method of treating fractures of the os calcis, with 
a proposal for the treatment of fractures of the talus. 
H. WestuHvEs. Zentralbl. f. Chir., 1935, p. 995. 

The ligaments of the foot and the mechanism of meta- 
carpal fractures. G. Bruno. Chirurg, 1935, 7: 209. 


ABSTRACT OF SURGERY 


Orthopedics in General 


The injured child. D. Gotpsiatt and E. Jewett. Am 
J. Surg., 1935, 29: 11. 

Reconditioning the polio derelict. 
J. Surg., 1935, 20: 4. 

A spinal pelvic compression brace. B. KovVEN and M. T. 
Koven. J. Bone & Joint Surg., 1935, 17: 800. 

Measurements of the circumference, diameter, and vol- 
ume of the extremities. K. Ers. 59 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1935. 

Criticism of the ordinary shoe. 
Rec., New York, 1935, 142: 67. 


W. TrusLow. Am. 


D. D. ASHLEY. Med. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


The treatment of varicose veins. 
contra-indication? E. A. Epwarps. 
104: 2077. 

The injection treatment of varicose veins. G. H. Cott, 
I. S. W. Ramsay, and M. M. M. Morrison. Brit. M. J., 
1935, 2: 49. 


Is systemic disease a 
J. Am. M. Ass., 1935, 
[465] 


Experiences with a new solution for sclerosing varicose 


veins. J. E. VAN DER KAADEN. Geneesk. Tijdschr. v. 
Nederl.-Indié, 1935, 75: 572. 

A radical operation for varicose veins. L. MoszKowIcz. 
Wien. klin. Wchnschr., 1935, 1: 274. 

The results of total arterial obstruction; an experimental 
study. V. BERNABEO and L. Novara. Arch. ital. di chir., 
1935, 39: 731. [465] 

A contribution on arterial obliterations. The importance 
of arteriography in surgical diagnosis and treatment. J. 
BAUMGARTNER. Deutsche Ztschr. f. Chir., 1935, 244: 


339- 
Periarteritis nodosa as a manifestation of sepsis lenta 


due to the streptococcus viridans. F. Martnzer and W. 
Jo&1. Acta med. Scand., 1935, 85: 397. 

Pain in thrombo-angiitis obliterans; a clinical study of 
100 consecutive cases. G. A. GoLpsmitH and G. E. Brown. 
Am. J. M. Sc., 1935, 189: 819. [466] 

Experimental peripheral gangrene: The effect of estro- 
genic substance and its relation to thrombo-angiitis ob- 
literans. E. J. G. McGrata. Arch. Int. Med., 1935, 55: 
942. 

An experimental study of carotid-subclavian anasto- 
moses. D. Lroy. Arch. ital. di chir., 1935, 39: 797. [466] 

Extensive venous resection for septic thrombophlebitis 
and malignant furuncle of the upper lip. M. BreBL. 59 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

So-called “traumatic thrombosis” of the arm and 
axillary veins. E. Kux. Beitr. z. klin. Chir., 1935, 161: 
286. [467] 

The arterial system of amputation stumps of the upper 
extremity. P. Maximov. Nov. Khir. Arkh., 1935, 33: 254. 

A new method of ligation of the vertebral artery. M. 
BONDARENKO. Nov. Khir. Arkh., 1935, 33: 566. 

Venous thromboses, arterial obliterations, and gangrene 
of the limbs. P. WERTHEIMER and P. Frren. Presse méd., 
Par., 1935, 43: 1004. [467] 


Blood; Transfusion 


Acceleration of blood coagulation. E. GOHRBANDT. 59 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 


Changes in the glucose content of the blood plasma dur- 
ing saline infusion. N. SHavinER. Nov. Khir. Arkh., 
1935, 33: 51: 

The effect of saline infusion on reserve alkalies of the 
blood plasma. B. ANDRIJEVsKy and R. VARSHAVER. Nov. 
Khir. Arkh., 1935, 33: 34. 

Changes in the potassium and calcium content of the 
blood serum following saline infusion. B. ANDRIJEVSKY 
and T. Votosutn. Nov. Khir. Arkh., 1935, 33: 45. 

Variations in the sodium content of the blood serum 
following hemorrhage and saline infusion. R. VARSHAVER 
and B. GoropEtzky. Nov. Khir. Arkh., 1935, 33: 42. 

The comparative action of saline infusions in anemias. 
B. ANDRIJEVsKy. Nov. Khir. Arkh., 1935, 33: 27. 

Hemophilia and heredity. H. ScHLOESSMANN. 59 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1935. 

Blood transfusion. J. Focep. Ugesk. f. Leger, 1935, 


P. 433- 

Five hundred blood transfusions. O. O. SCHUBERTH and 
G. S6pERLUND. Nord. med. Tidskr., 1935, p. 601. 

A method of bleeding transfusion donors. H. L. Mar- 
rioTT and A. Kekwick. Lancet, 1935, 229: 78. 

The compatibility of the blood of man and of animals. 
N. Burnov. Nov. Khir. Arkh., 1935, 33: 211. 

The transfusion of blood in sepsis. P. NAPALKOV. Nov. 
Khir. Arkh., 1935, 33: 222. 

Indications for blood transfusion in severe trauma. V. 
BraitzEv. Nov. Khir. Arkh., 1935, 33: 127 

The transfusion of preserved blood in dilion with bone 
tuberculosis. L. F. Makin. Nov. Khir. Arkh., 1935, 33: 
216. 

The treatment of bronchopneumonia in early childhood 
by blood transfusion. P. RoHMER. Bull. de l’Ass. Med. 
Langue Frang. de l’Amérique du Nord, 1935, 1: 295. 

The transfusion of conserved blood from malaria pa- 
tients. V. ANCHELEVITCH. Nov. Khir. Arkh., 1935, 33: 
366. 

Improved direct blood-transfusion apparatus. 
RuppER. Am. J. Surg., 1935, 29: 154. 


F. F 


Reticulo-Endothelial System 


The reticulo-endothelial system. R. Damape. J. de 
méd. de Bordeaux, 1935, 112: 477. 


Lymph Glands and Lymphatic Vessels 


The clinical and pathological features of a series of 
twenty cases of Hodgkin’s disease. E. S. Mitts and J. E 
PritcHARD. Canadian M. Ass. J., 1935, 33° 50. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGICAL TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment 


The question of operability. F. ScHEWKET. 59 Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1935. 

The relationship of arterial hypotension to surgical risk. 
J. S. McQutston. J. Iowa State M. Soc., 1935, 25: 331. 

The value of the Kaufmann diuresis test for cardiac 
function. S. Frey. Beitr. z. klin. Chir., 1935, 161: 254. 

Sterilization with dry heat in surgery, with particular 
reference to oily liquids and instruments. A. SCHINZEL. 
Zentralbl. f. Chir., 1935, p. 850 

Disinfection of the hands With zephirol. U. 
Arch. f. Hyg., 1935, 114: I. 

Ozone therapy in surgery. E. Payr. 59 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1935. 

The treatment of anesthetic accidents. M. 
Zentralbl. f. Chir., 1935, p. 933. 

The teaching of operative surgery. T. FAYERMANN. 
Nov. Khir. Arkh., 1935, 33: 148. 

Emergency surgical treatment. 
Indiana State M. Ass., 1935, 28: 3 

A case of skin graft after the aaihed of Filatov and 
Parin. L. P. ViLtEsov. Sovet. Khir., 1935, 3: 132. 

Transplantation of toes for fingers. O. V. LABUNSKAYA. 
Ann. Surg., 1935, 102: 1. 

Sclerosing therapy in various surgical conditions. L. 
BLAviER. Bruxelles-méd., 1935, 15: 853. 

Continuous intravenous drop infusion. 
Zentralbl. f. Chir., 1935, p. 935. 

Errors and dangers i in Filatov’s skin plastic operation. 
T. S. LinpENBAuM. Sovet. Khir., 1935, 3: 126. 

Maggot therapy; a rapid method of removing necrotic 
tissues. L. K. nin go and C. W. McLaucsiin, Jr. 
Am. J. Surg., 1935, 29: 

Postoperative blood ditties. J. B. Fortacin. Actas 
Soc. de cirug. de Madrid, 1934, 4: 53. 

The prophylaxis and treatment of postoperative toxic 
complications by means of chloride administration. G. 
Nora and M. Lévy. Bull. et mém. Soc. d. chirurgiens de 
Par., 1935, 27: 300. 

Postoperative control of pain. H. PascHoup. 
d. deutsch. Ges. f. Chir., Berlin, 1935. 

Getting the patient out of bed early after abdominal 
surgery. A. CHARBONNIER. Rev. méd. de la Suisse Rom., 
1935, P- 402. [468] 

Getting up from bed immediately after operations on 
the abdomen. H. HavuiceK. 59 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1935. 

A study of disruptions of abdominal wounds. 
MILBeERT. Arch. Surg., 1935, 31: 86. 

Severe complications of eventration. R. Naverro. Bol. 
y trab. Soc. de cirug. de Buenos Aires, 1935, 19: 265. 

The remarkable effect of bronchial aspiration in a patient 
operated upon for cancer of the stomach. A. CHARRIER. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 698. 

The influence of surgical trauma on the genesis of post- 
operative pulmonary complications. G. Occronr. Clin. 
chir., 1935, 11: 460. ] 

Postoperative pulmonary complications. W. V. WILKER- 
son. West Virginia M. J., 1935, 31: 315. 

Bronchial aspiration in postoperative tracheobronchial 
obstruction. J. QuEéNU. Bull. et mém. Soc. nat. de chir., 
1935, 61: 758. 

Postoperative pulmonary atelectasis. A report of eleven 
cases. H. E Snyper. Ann. Surg., 1935, 102: 5. [469] 


WETZEL. 


Doss. 


na K. Forster. J. 


E. STAHNKE. 


59 Tag. 


A. H. 


Our experiences with cardiozol-chinin. The prevention 
of thrombosis and embolism. L. Lurz and H. KLiInceN 
Zentralbl. f. Chir., 1935, p. 725. 

Postoperative intracranial thrombosis in childhood. 
>. R. Evans. Lancet, 1935, 229: 12. 

Postoperative thrombosis and embolism. E. Ranzi and 
P. Huser. Wien. klin. Wchnschr., 1935, 1: 289. 

Thrombosis and embolism. A critical examination and 
study on the question of thrombosis and embolism, with 
particular reference to so-called bland thrombosis at a dis- 
tance and fatal pulmonary embolus. R. GEISSENDOERFER. 
1935: Leipzig, Barth. 

Postoperative roentgen examinations. II. Postoperative 
pulmonary emboli. J. Frmmann-Dant. Acta chirurg. 
Scand., 1935, 76: Supp. 36. [469] 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


The study of industrial traumatism. 
Nov. Khir. Arkh., 1935, 33: 570. 

Electrical injuries. A. D. KAPLAN. Sovet. Khir. 
3: 80. 

Electrical injuries. N. N. 
1935, 3: 92. ; 

Experimental burns. I. The rate of fluid shift and its 
relation to the onset of shock in severe burns. H. N. 
Harkins. Arch. Surg., 1935, 31: 71. [469] 

The treatment of burns. B. HoLtmGREN. Nord. med. 
Tidskr., 1935, p. 413. 

Aniline-pencil injuries. J. Bravo y D{az-CANeEpo. 
Arch. de med., cirug. y especial., 1935, 16: 391. 

Indirect injuries in naval warfare. H. Hem. 
d. deutsch. Ges. f. Chir., Berlin, 1935. 

The care of the most urgent surgical cases in the battle 
zone. H.V. WAGNER. 59 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1935. 

Occupational mengeraeiong in zinc workers. S. S. KusMIn. 
Sovet. Khir., 1935, 2 

Radical operations les hydatid cysts. 
CHENKO. Nov. Khir. Arkh., 1935, 33: 555. 

First-aid treatment by the physician. F. 
Fortschr. d. Therap., 1934, 10: 650. 

Asepsis in first-aid treatment. A. D. KAPLAN. Sovet. 
Khir., 1935, 3: 66. 

Discussion of the primary treatment of wounds in am- 
bulatory practice. A. F. Berpyajco. Sovet. Khir., 1935, 


M. Kaminsky. 
’ 1935 ,’ 
Khir., 


SYRENSKY. Sovet. 


59 Tag. 


T. KOLESNI- 


BRUENING. 


3: 47. 

The treatment of traumatic injuries and their sequele. 
H. Kunz. Wien. klin. Wchnschr., 1935, 1: 274. 

The treatment of traumatic wounds and their sequele. 


H. Kunz. Wien. med. Wchnschr., 1935, 1: 372. [470] 

Artificial gastric juice in the treatment of suppurating 
wounds. T. P. KaAtiistov and HampI-SELAM. Sovet. 
Khir., 1935, 3: 34- bere. 

The treatment of suppurative injuries of the skeleton 
and soft tissues by the method of Orr. M. O. FRIEDLAND. 
Sovet. Khir., 1935, 3: 40. 

The progress of maggot therapy in the United States 
and Canada in the treatment of suppurative diseases. W. 
Rosinson. Am. J. Surg., 1935, 29: 67. 

The technique of wound excision. M. Zur VERTH. 59 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1935. 

Secondary wound toilet by excochleation and suture in 
minor industrial injuries. S. M. Kotpayev. Sovet. Khir., 
1935, 3: 17. 








502 INTERNATIONAL ABSTRACT OF SURGERY 


Cases of amputation and of death in the Accident Hos- 
pital of Vienna and in the Viennese Workman’s Insurance 
Company during the years 1926 to 1930 inclusive, with 
special reference to sepsis in recent injuries. W. EHALT. 
Rev. de cirug. de Barcelona, 1935, 5: 409. 

The Kauffmann reaction in aseptic operations and in- 
flammations. L. FINDEISEN and G. SzAnT6. Orvosi hetil., 
1935, P- 344- 

The influence of embryonal skin detritus on the healing 
of wounds. A. VASILEV and E. SELtxov. Nov. Khir. 
Arkh., 1935, 33: 333 

Accidents to the hand and arm. B. Aubert. Rozhl. 
Chir. a Gynaek. €. chir., 1935, 14: 3. [470] 

Inflammatory tumor of the index finger following gun- 
shot injury. J. Arce, O. IvVANIssEvicH, and F. L. NINo. 
Bol. inst. de clin. quir., Univ. de Buenos Aires, 1934, 10: 
256. 

The open treatment of wounds of the hand and fingers. 
A. L. Fisanovitca. Sovet. Khir., 1935, 3: 28. 

Primary suture in wounds of the fingers and hand. T. A. 
SHCHERBINA. Sovet Khir., 1935, 3: 22. 

Researches on tetanus. III. Further experiments to 
prove that tetanus toxin is not carried in the peripheral 
nerves to the central nervous system. J. J. ABEL, B. 
Hampit, and A. F. Jonas, Jr. Bull. Johns Hopkins Hosp., 
Balt., 1935, 56: 317. [471] 

Hysterical tetanus. J. J. CONYBEARE. Guy’s Hosp. 
Rep., Lond., 1935, 85: 212. 

Cephalic tetanus occurring in civil practice. R. SHACK- 
MAN. Brit. M. J., 1935, 2: 12. 

Gas gangrene. S. A. GRANTHAM, JR. J. Missouri State 
M. Ass., 1935, 32: 273- 

Gangrene of the buttock, perineum, and scrotum 
due to endameba histolytica; report of a case. F. L. 
MELENeEY and H. E. MELEeney. Arch. Surg., 1935, 30: 
980. [471] 

Pyogenic general infection and its treatment. E. LEXER. 
1935: Stuttgart, Enke. 

The action of mercurochrome and other drugs on normal 
human skin and in infected wounds. J. H. Hixt. J. Am. 
M. Ass., 1935, 105: 100. 

Ammonium chloride in the treatment of infected wounds. 
V. M. Basttcuux. Sovet. Khir., 1935, 3: 36. 


Diatomit and trepel in the treatment of infected wounds. 
P. P. Smirnov. Sovet. Khir., 1935, 3: 51. 

Colloidotherapy of infected wounds. T. B. OLEsHKrE- 
vitcH. Sovet. Khir., 1935, 3: 3. 

Aero-ionotherapy of infected wounds. L. T. VILENKIN 
Sovet. Khir., 1935, 3: 58. 


Anesthesia 


Short and basic anesthesia induced with evipan sodium. 
K. ArENs. Med. Klin., 1935, 1: 621. 

A study of 200 cases of evipan-sodium anesthesia. J. 
NorpDENTOFT. Hosp.-Tid., 1935, p. 463. 

What is the value of evipan anesthesia? J. SCHNITZLER 
Wien. klin. Wchnschr., 1935, 1: 778. 

The value of evipan anesthesia in war surgery. S 
Feporov. Nov. Khir. Arkh., 1935, 33: 209. 

Intravenous anesthesia induced with evipal soluble. A. 
Hortman and A. Mararev. Am. J. Obst. & Gynec., 
1935, 30: 118. 

The new divinylether, vinethen. H. KILxran. 59 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1935. [472] 

The use of nembutal in childbirth. W. J. RAWLINGs. 
Med. J. Australia, 1935, 2: 12. 

Cyclopropane and ethylene anesthesia. T. A. MEANA. 
Bol. y trab. Soc. de cirug. de Buenos Aires, 1935, 10: 
302. 

The blood-sugar level in relation to the action of 
paunevrol and of ether anesthesia. MeErttno. Arch. di 
ostet. e ginec., 1935, 42: 307. 

General anesthesia induced with gases: cyclopropane 
carbon dioxide, nitrous oxide, ethylene, oxygen. A. 
CuurEco. Semana méd., 1935, 42: 1793 

Spinal anesthesia. M. BENVENUTI. 
1935, 42: sez. prat. 1344. 

The present status of spinal anesthesia. 
Ztschr. f. Krk. hauswes., 1935, 7: 145. 

Improvement of spinal anesthesia. A. DE DrEGo. Med. 
Ibera, 1935, 19: 899. 

Spinal anesthesia. J. Poccr. Folha med., 1935, 16: 315. 

Percain spinal anesthesia and a comparison of the blood 
pressure curve with other types of anesthesia. H. FRANKEN. 
Schmerz, 1935, 8: 12. 


Policlin., Rome, 


A. STAuss. 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Radiology and practical medicine. Lorp HorpeEr. Prac- 
titioner, 1935, 135: I. 

X-rays in general practice. C. Butt. Practitioner, 1935, 
eth PB 

The ionization of liquid carbon disulphide by roentgen 
rays. F. L. Mosier and L. S. Taytor. Am. J. Roent- 
genol., 1935, 34: 84. 

The elements of roentgenography of the cranium. L. 
Brunetti. Radiol. med., 1935, 22: 598. 

The value of X-rays in the diagnosis of diseases and in- 
juries of the skull. W. H. CotpweE tt. Practitioner, 1935, 
135: 17. 

The X-ray diagnosis of abdominal disease. P. KERLEY. 
Practitioner, 1935, 135: 38. 

The reaction of the liver and spleen to roentgen irradia- 
tion after the intravenous injection of thorotrast. R. Grt- 
BERT, R. JuNET, and S. KapRNKA. Acta radiol., ee ’ a 

474 


5. 
The value of roentgen examinations during operation. 
M. Scatrrzer. Arch. f. klin. Chir., 1935, 182: 7. 


The principles of radiological treatment and their bear- 
ing on —. X-ray organization. H. CHAMBERS and S. 
Russ. Brit. M. J., 1935, 2: 9. 

The radiation diagram of roentgen therapy. A. Axrr- 
LunD. Acta radiol., 1935, 16: 498. 

Deep effect and localization in the short-wave condenser 
field. F. NAGELsScHMIpT. Brit. J. Radiol., 1935, 8: 449. 

The blood changes occurring in the course of roentgen 
therapy with large fractionated and protracted doses. M. 
Timpano. Radiol. med., 1935, 22: 579. [474] 

The effect of irradiation on the lymph glands and the 
lymphatic circulation. S. TENEFF and F. STOppant. 
Radiol. med., 1935, 22: 768. [474] 

A note on the bactericidal effects of roentgen rays. F. L. 
Mos er and L. S. Taytor. Am. J. Roentgenol., 1935, 34: 


The X-rays in skin diseases. A. M. H. Gray. Practi- 
tioner, 1935, 135: 59. 

Grenz-ray therapy of internal diseases. G. Bucky. Med. 
Rec., New York, 1935, 142: 71. 

Deep X-ray therapy in malignant disease W. M. 
Levitt. Practitioner, 1935, 135: 48. 





dis 
Ra 
diu 
19; 
tio! 


tal. 


O24 


193 
Ho: 


LAN 


S.N 


TI 
Bont 
CI 


lowi ir 





BIBLIOGRAPHY OF CURRENT LITERATURE 503 


Experimental studies on the combined heat-roentgen 
therapy of malignant tumors. K. OVERGAARD. Acta radiol., 
1935, 16: 46r. [474] 

Radiology of chest disease. F. G. Woop. Practitioner, 
1935, 135: 29. 

Tumors of the sacrum from the roentgen point of view. 
C. Prccnto. Radiol. med., 1935, 22: 737. [475] 


Radium 


A comparison photometer and its use in determining the 
distribution of radiation in a phantom. M. WILLIAMs. 
Radiology, 1935, 25: 55. 

The correction of dietary errors in connection with ra- 
dium treatment. D. T. Qutctey. Am. J. Roentgenol., 
1935, 34: 81. 

The measurement of the dosage and intensity distribu- 
tion in the radium teletherapy unit at Westminster Hospi- 
tal. H. T. Firinrand C. W. Witson. Brit. J. Radiol., 1935, 
8: 426. 

Report on treatment by radium at Guy’s Hospital from 
1930 to 1933. P. ReaApING and J. B. BLatkLey. Guy’s 
Hosp. Rep., Lond., 1935, 85: 241. 

A simple method of locating lost radium in an emergency. 
A. C. OMBERG. Radiology, 1935, 25: 105. 

Complications and injuries in radium therapy. I. I. Kap- 
LAN. Am. J. Roentgenol., 1935, 34: 77. 


Miscellaneous 


A bipolar electrode’ for surgical diathermy. 
RAYEVSKY. Nov. Khir. Arkh., 1935, 33: 162. 

Fulguration and electrodesiccation. E. P. CUuMBER- 
BATCH and W. D. Harmer. Practitioner, 1935, 135: 71. 

Antirachitic effects of radiation from different sources; a 
comparative study. C. I. REep and A. Bacnem. Am. J 
Dis. Child., 1935, 50: 11. 

Infrared therapy. J. EcotMANn. Med. Rec., New York, 
1935, 142: 80. 

Short-wave therapy. E. Raab. Zentralbl. f. Chir., 1935, 
Pp. 752. 

The present status of short-wave therapy. E. Raab. 
Deutsche med. Wchnschr., 1935, 1: 380. 

The physiological basis of short-wave therapy. H. F. 
Wotr. Med. Rec., New York, 1935, 142: 76. 

The use of short-wave therapy in = J. W. Tor- 
BETT, JR. Texas State J. M., 1935, 31: 

An interesting gynecological case Ft ie with ultrashort- 
wave therapy. H. H. FrrEDERWITZER. Med. Rec., New 
York, 1935, 142: 83. 

What can radiotherapy accomplish for hopeless malig- 
nancy? H. B. Patties. Med. Rec., New York, 1935, 142: 
84. 
The effect of hard roentgen rays and gamma rays of ra- 
dium. D. DEN HoeEp. Radiology, 1935, 25: 57. 


S. SHAM- 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


The etiology of congenital and hereditary deformities. 
S. M. FitcHet. New England J. Med., 1935, 213: 164. [476] 

Congenital hypertrophy of the thumb and index finger 
and the thenar eminence. RocHET, SECOUSSE, and Pov- 
YANNE. J. de méd. de Bordeaux, 1935, 112: 395. 

Gynandroid macrogenitalism. E. SoRREL and SorREL- 
DEJERINE. Presse méd., Par., 1935, 43: 942. 

Hirsute virilism. J. E. JENNINGS. Ann. Surg., 1935, 102: 
140. 

The effect of climate on surgical diseases and injuries. 
R. Ranzt. Wien. med. Wchnschr., 1935, 1: 677. 

The leucocyte count as a differential diagnostic method 
in acute surgical injuries. T. Lrpsky. Nov. Khir. Arkh., 
1935, 33: - 

Shock. 
195. 

Arteriography during anaphylactic shock in the rabbit. 
VALLERY-RapoT, LEDOUX-LEBARD, HAMBURGER, HuGo, 
and CALDERON. Presse méd., Par., 1935, 43: 1057. 

The fate of foreign bodies in the tissues of men. V. P. 
Boputin and T. M. Toran. Sovet. Khir., 1935, 3: 75. 

Changes in the total serum albumin and its fraction fol- 
lowing hemorrhage with saline infusions. B. ANDRIJEVSKY 
and T. TKACHENKO. Nov. Khir. Arkh., 1935, 33: 56. 

The surgical treatment of severe forms of lymphedema 
(elephantiasis) of the extremities; a study of end-results. 
R. K. Gaormtey and L. M. Overton. Surg., Gynec. & 
Obst., 1935, 61: 83. 

The syndrome of gastro-esophageal burning sensation 
with migraine, urticaria or Quincke’s edema; parathyroid 
treatment. GAsTON-DURAND. Presse méd., Par., 1935, 
43: 


T. Gricorovsky. Nov. Khir. Arkh., 1935, 33: 


987. 
<< observations upon osseous panaritium, 
its forms and results. V. A. DJACHENKO. Sovet. Khir., 
1935, 2: 70. 


Spleen therapy of bone, joint, and gland tuberculosis. I. 
$zaB6. Tuberkulézis, 1935, 3: 115. 

The specificness of certain hemolytic streptococci. L. 
HEKTOEN. J. Am. M. Ass., 1935, 105: I. 

The Kauffmann reaction in local inflammations and fol- 
lowing aseptic operations. L. FINDEISEN and G. SzAnrTO. 


Beitr. z. klin. Chir., 1935, 161: 385. 


Schueller-Christian disease. L. Bazy and P. Matoras. 
Bull. et mém. Soc. nat. de chir., 1935, 61: 782. 

New ideas on the etiology and treatment of agranulocy- 
tosis. A. PLICHET. Presse méd., Par., 1935, 43: 1027. 

Agranulocytosis. H. Jackson, Jr. Ann. Int. Med., 
1935, 9: 26. 

Cyclical agranulocytic angina. D. J. STEPHENs and J. S. 
LawRENcE. Ann. Int. Med., 1935, 9: 31. 

A case of osteolymphatic Besnier-Boeck’s disease. Stu- 
dies on the etiology. R. J. WEISSENBACH and M. Kaptan. 
Bull. et mém. Soc. méd. d. hop. de Par., 1935, 51: 1036. 

Congenital dermoid cysts and sinuses of the limbs. M. J. 
BENNETT-JONES. Brit. J. Surg., 1935, 23: 66. 

Cerebral compression due to a localized mines J.A. 
PonceT. Rev. méd. de la Suisse Rom., 1935, p. 5 

The treatment of hemangiomas. D. W. Giiet ensue. 
Am. J. Surg., 1935, 29: 32. 

An atypical form of tuberous sclerosis. R. M. STEWART. 
Brit. M. J., 1935, 2: 60. 

Granuloma gangraenescens. J. BERENDES. Muenchen. 
med. Wchnschr., 1934, 2: 2005. [476] 

Neoplasms and trauma. A. JENTZER. Rev. méd. de la 
Suisse Rom., 1935, p. 482. 

Tumors and associated _——, F. K. Souxup. U.S. 
Nav. M. Bull., 1935, 33: 348. 

Tumor of the wrist. R. Sovpaut. Bull. et mém. Soc. 
nat. de chir., 1935, 61: 733. 

The histogenesis of basal-cell epithelioma. H. Monrt- 
GOMERY. Radiology, 1935, 25: 8. [476] 

Epithelioma following chronic paronychia. I. SILVER- 
MAN. Am. J. Surg., 1935, 29: 141. 








504 INTERNATIONAL ABSTRACT OF SURGERY 


An investigation of the value of lead compounds in the 
treatment of malignant tumors. M. Datnow. Am. J. 
Cancer, 1935, 24: 531. 

The surgical treatment of malignancy, with reference to 
irradiation. V. ScHMIEDEN. Wiss. Woche Frankfurt. a. 
M., 1935, 2: 110. 

The modern view of cancer. J. P. LockHarpt-Mum- 
MERY. Policlin., Rome, 1935, 42: sez. prat. 1303. 

Extracorporeal culture of uterine cancer. An attempt to 
improve the culture medium. I. Narita. Jap. J. Obst. & 
Gynec., 1935, 18. 186. 

A study of the Walker rat mammary carcinoma 256, in 
vivo and in vitro. W. R. Earte. Am. J. Cancer, 1935, 24: 
566. [477 

On the susceptibility to cancer development in the skin 
and in the mammary gland in two lines of inbred mice. L. 
KREYBERG. Am. J. Cancer, 1935, 24: 554. 

A comparison of the normal estrous cycle and of the re- 
sponse to the administration of estrin in two strains of 
mice differing greatly in the incidence of spontaneous mam- 
mary cancer. G. M. Bonser. J. Path. & Bacteriol., 1935, 


41: 33. 

The defense reactions of the body to the development of 
cancer and their importance in the healing process. W. 
Caspari. Wiss. Woche Frankfurt. a. M., 1935, 2: 22. [477] 

The action of urinary extracts on the suprarenal glands 
and ovaries of the rabbit; their application to the diagnosis 
of cancer. M. Aron. Presse méd., Par., 1935, 43: 1044. 

Cancer in British Malaya and the Philippine Islands. 
F. L. HorrMan. Am. J. Cancer, 1935, 24: 661. 

Pseudomyelomatous carcinomatosis. L. Costin. Brit. 
J. Surg., 1935, 23: 110. 

Focal reactions in inoperable cancer. M. B. Levin. 
Med. Rec., New York, 1935, 142: 62. 

The therapy of advanced cancer with gonoceccus vac- 
cine. A. N. ABRAMOV. Sovet. Khir., 1935, 2: 98. 

The intratumoral injection of a solution of rattle-snake 
venom in the treatment of the pain of cancer. R. J. BARU. 
Arch. uruguayos de med., cirug. y especial., 1935, 6: 569. 

Carcinosarcoma. W. F. Harvey and T. D. HamItton. 
Edinburgh M. J., 1935, 42: 337- [478] 

The influence of caloric intake upon the growth of sar- 
coma 180. F. Biscnorr, M. L. Lone, and L. C. MAXWELL. 
Am. J. Cancer, 1935, 24: 549. 

The water balance in surgery. R. E. Courcn. Am. J. 
Surg., 1935, 29: 64. 

The calcium picture following operations and blood 
transfusions. W. M. Krernerand H. Buiter. Deutsche 
Ztschr. f. Chir., 1935, 244: 611. 


Air embolism. C. E. HAMILTON and E. ROTHSTEIN. J] 
Am. M. Ass., 1935, 104: 2226. [479 


General Bacterial, Protozoan, and Parasitic 
Infections 


Septicemia. O. FONTENELLE. Folha med., 1935, 16: 264 

Chronic actinomycotic pyemia of pulmonary origin. L 
SECHEHAYE. Rev. méd. de la Suisse Rom., 1935, p. 544. 

A case of rat-bite fever following a cat bite. J. P 
StrOMBECK. Svenska Lakartidningen, 1935, p. 577. 


Ductless Glands 


Permanent arterial hypertension and the endocrine 
glands. P. HatBron and H. P. Kotz. Presse méd., Par., 
1935, 43: 913. 

The secretion of the hypophysis. E. Kyt1n. Acta med 
Scand., 1935, 85: 457. 

The thyroid-stimulating hormone of the anterior pitui 
tary gland. L. Logs. Ann. Int. Med., 1935, 9: 13. 

Studies on infantile neurohypophyseal obesity. M. 
ScHACHTER. Rassegna internaz. di clin. e terap., 1935, 16: 
517. 

Acromegaly. R. L. Knaccs. Brit. J. Surg., antl a3: 

480) 


0. 
The hypophysis and compensatory hypertrophy of the 

testicle in the toad. B. A. Houssay and J. M. Lascano 

GonzALez. Rev. Soc. argent. de biol., 1935, 11: 102. 

Endogenous nitrogen metabolism in hypophysectomized 
rats. B. BRarERand R. Morea. Rev. Soc. argent. de biol., 
1935, 11: 38. 

The physiology of the parathyroid. A. M. Hanson. J. 
Am. M. Ass., 1935, 105: 113. 

The parathyroids and the carbon dioxide metabolism. 
A. FERRANNINI. Policlin., Rome, 1935, 42: sez. med. 360. 

The skin in experimental hyperparathyroidism. A study 
of experimental scleroderma. R. LERICHE, A. JUNG, and C. 
SureEyya. Presse méd., Par., 1935, 43: 777- [480| 

Parathyroid hormone therapy. J. C. Aus. J. Am. M. 
Ass., 1935, 105: 197. 

Biological effects of thymus extract (Hanson). Accruing 
acceleration in growth and development in five successive 
generations of rats under continuous treatment with thy- 
mus extract. L. G. RowntrREE, J. H. CLark, A. M. Han- 
son, and A. STEINBERG. Arch. Int. Med., 1935, 56: 1. 

The pancreas and its relationship to other glands of 
internal secretion. J. LA BARRE. Bruxelles-Méd., 1935, 
15: 981. 








